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A New Book! 


Reed’s Counseling in Medical Genetics 


Here, for the first time, is a concise yet warmly 
human picture of just what the chances are of a 
disease or abnormality being transferred from gen- 
eration to generation. This handy little book gives 
you the definite facts that may make the difference 
between your patients’ family happiness or sorrow 
for a generation or more to come. 


Almost every chapter is devoted to a common hered- 
itary disability, telling you all you need to know 
about the likelihood of its transmission. Chapters 
are brief—each will take about 5 minutes to read— 
and are illuminated with many case histories. Chief 
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attention is paid to disorders appearing more fre- 
quently than one in 1000 births, but the Appendix 
lists practically all traits that may be transmitted 
and their expected incidence. 


If your training in medical genetics has been lim- 
ited as is the case with so many doctors—you'll 
really treasure this valuable guide. It will help you 
give your patient the same high quality advice on 
heredity in his family as you give him on his med- 
ical and surgical problems. 


By SHELDON C. REED, Director, Dight Institute for Human Genetics, The 
University of Minnesota. 268 pages 512” x 8”. $4.00. New! 


West Washington Square, Philadelphia 5 
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THREE GENERATIONS OF DOCTORS 
HAVE PRESCRIBED ANTACID, EFFERVESCENT 


Hepatica. 


Since 1897, doctors have consistently prescribed SaL HEpPaATica for 
prompt relief of intestinal stasis. When SaL HEPaTica is taken one- 
half hour before supper, relief is obtained before bedtime. When 
taken before breakfast results are usually achieved within an hour. 

SAL HEPaATICA acts so promptly because it is antacid and efferves- 
cent, lessening the emptying time of the stomach. Its osmotic action 
draws water into the intestine, providing a fluid bulk which is a 
prompt but gentle stimulus to evacuation. 

Pleasant-tasting SAL HEPATICA acts without griping. Being antacid 
it relieves the hyperacidity frequently accompanying constipation. 
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BRISTOL-MYE RS CO., 19 West 50 Street, New York 20, N.Y. 
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safe, reliable sedation 


(non-barbiturate) 


allays apprehension 


eases onset of sleep 


remarkably well tolerated by both children and adults 
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ORAL PENICILLIN: A CHALLENGE ANSWERED 


Through the years, the paradox of penicillin has 
been this—that while injectable forms have 
become the sheet anchor of antibiotic therapy, 
oral forms have all too often posed perplexing 
problems. 


How to ensure survival in gastric acid? How 
to get maximal absorption? How to increase the 
antibacterial effect? How, indeed, to realize the 
hope at the dawn of the penicillin era that the 
oral route might even merit selective preference? 


These have been the challenges. Out of them 
has come PEN: VEE-Oral—a remarkable inno- 
vation among oral penicillins. For PEN- VEE-Oral 
is penicillin V, the unique penicillin stable as 
a free acid—a penicillin with such special 


characteristics that it opens new horizons in oral 
penicillin therapy. 

Because PEN-VEE-Oral is acid-stable, it is 
almost entirely unaffected by gastric juices. 
Because it is completely soluble in alkaline 
media, it is readily and optimally absorbed as 
active penicillin in the duodenum. Clinical re- 
sults include prompt, high blood levels, maximal 
effect from the administered dose, a wide margin 
of toleration. 

For these striking advantages, acquaint your- 
self with PEN-VEE-Oral in your practice. 
Supplied: Tablets, 125 mg. (200,000 units) each, bottles 
of 36. Also available: BICILLIN®-Vee Tablets, 100 mg. 
(100,000 units) benzathine penicillin G and 62.5 mg. 
(100,000 units) penicillin V, bottles of 36. 


Penicillin V, Crystalline 
Phenoxymethyl Penicillin 


*Trademark 
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She’ll enjoy this pregnancy 


Fifty per cent of all pregnant women — even those 
on a “good” prenatal diet — suffer calcium de- 
ficiency symptoms.* 


the wrong calcium worse than none 


New evidence further shows that because of 
calcium-protein antagonism, time-honored cal- 
cium phosphate supplements may actually cause 
a deficiency, just when optimum levels are de- 
sired. And high-protein diets are also rich in 
calcium-draining phosphorus. Thus leg cramps 
are a minor symptom of major significance: their 
presence may indicate seriously low calcium 
levels. 


reduce phosphate . . . increase calcium 


Calcisalin, a complete prenatal supplement, con- 
taining 100% of the MDR for vitamins and iron, 


is also completely physiologic. Phosphate-free 
and phosphorus-eliminating, it helps prevent 
hypocalcemia at both points of origin: + calcium 
lactate assures readily assimilable calcium, free 
from the depressing action of phosphorus * alumi- 
num hydroxide gel takes up excess dietary phos- 
phorus without interfering with the value of other 
nutrients. 


Note: “Noncomplainers”: many patients consider 
leg cramps “normal” and complain only when 
cramps are severe. Thus the number of complaints 
does not truly reflect the higher incidence of calcium 
depletion. To safeguard against serious, “silent” cal- 
cium depletion, all women who enjoy a high-protein 
prenatal diet can benefit from Calcisalin’s phosphate- 
free, phosphorus-eliminating properties. 


Dosage: Two tablets three times daily. 


Available: Bottles of 100 tablets and in 8-ounce 
nursing bottles containing 300 tablets. 


*Wolff, J. R.: Ilinois 
M. J. 105:6 (June) 1954. 
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New standards for tetracycline therapy 
in new ready-mixed liquid form... 


NEW palatability 
NEW convenience 
NEW versatility 


... the same unexcelled efficacy and toleration 


Brand of tetracycline suspension 
The outstanding modern broad-spectrum 
antibiotic, tetracycline, in a palate-pleasing 
raspberry-flavored homogenized mixture, 
standardized and ready-mixed at Pfizer 


Laboratories. 


SUPPLIED: Bottles of 2 ounces and 1 pint. 
Each 5 cc. teaspoonful contains 125 mg. of 


tetracycline. 


RABON 


Brand of tetracycline hydrochloride suspension with vitamins 


A fruit-mint flavored sugar-free homogenized 
mixture of tetracycline ready-mixed at Pfizer 
Laboratories and fortified with adequate 
quantities of B complex and vitamins C and 
K for nutritional support during stress. 
TETRABON SF provides therapy on two levels: 
1. anti-infective, against the pathogen 

2. metabolic, assisting the patient physio- 
logically. 


SUPPLIED: Bottles of 2 ounces. Each 5 cc. tea- 
spoonful contains 125 mg. of tetracycline 
plus the following formula: 


Vitamin C as palmitate........... 


Thiamine hydrochloride .......... 1.25 mg. 
Pyridoxine hydrochloride ........ 0.25 mg. 

Calcium pantothenate ............. 2.5 mg. 

Menadione (vitamin K analog)... .0.25 mg. 

*Trademark 


+Trademark for Pfizer-originated, vitamin-fortified antibiotics 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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*...keep my temper down’ 


Statement from an emotionally unstable farm boy who received Serpasil in — 
a recent study. This patient was 1 of 3 individuals with some form of charac- 


ter neuroses who were treated with Serpasil. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Sc. 61198 (April 15) 1955. 


and easier 
to get along with’ 


Wife’s comment regarding a 43-year-old rancher suffering from a prolonged 
mild hypomanic reaction who was placed on 0.75 mg. of oral reserpine 
(Serpasil) daily for 5 months. She told the investigators that without Serpasil 


it would be intolerable for her to live with him. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Sc. 61:198 (April 15) 1955. 


| Complaints in elderly 
“diminished in number” 


Harris found that the effect of oral reserpine (Serpasil) was to dimiaish 
complaints typical of elderly people not in the best of health. The majority — 
. of 26 patients studied expressed a feeling of well-being and appeared 


. calmer; there was also less difficulty in sleeping. 
Harris, R.: Ann. New York Acad. Sc. 59:95 (April 30) 1954. 


‘Whenever I run out of Serpasil 
my tension headaches come back’ | 


Typical comment from a patient when asked to describe the effect of Serpasil; 
patients suffering from anxiety states with minimal or no depressive features 
showed moderate to marked improvement on dosages varying from 0.25 a 


to 2.5 mg. of oral reserpine daily. 
Drake, F. R., and Ebaugh, F. G.: Ann. New York Acad. Sc. 61:198 (April 15) 1955. 


Supplied: Tablets, 0.1 mg.,0.25 mg. (scored), 1.0 mg. (scored), 2.0 mg. (scored), 
4.0 mg. (scored). Elixir, 0.2 mg. per 4 ml. Parenteral Solution, 2-ml. ampuls, 2.5 
mg. per ml. 

PSYCHIATRIC USE ONLY: Elixir, 1.0 mg. per 4 ml. 


(reserpine CIBA) 
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They’re ALL Instant! 


And Instant S-M-A Powder is the 
same distinguished formula that physi- 
cians everywhere have long prescribed. 


_ Instant S-M-A Powder means instant 
convenience for busy mothers . . . just 
as it means dependable nutrition for 
their babies. 

It’s 1, 2, 3, 4—empty, measure, shake, 
and pour. That’s all there is.to it. 


® 
Philadelphia 2, Pa. 


Supplied: Glass jars of 3.54 oz. Each 
jar makes 26 oz. of S-M-A formula. 


instant S>=—WE=A’ powpver 


Modern Infant Formula 
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BETTER-TOLERATED 
SALICYLATE FOR RHEUMATOID ARTHRITIS 


Gastric upsets from aspirin are 3 to 9 times as fre- 
quent among arthritics as they are among the seats iiainaat eee 
general population.! However, BUFFERIN is well combines 5 gr. acet- 
tolerated by arthritics. At the Robert Breck ylsalicylic acid with 

magnesium carbonate 


Brigham Hospital of Boston 70 per cent of arthrit- and aluminum glycin- 
ics with a proved intolerance to aspirin could take SS ae a 


BUuFFERIN without gastric distress.’ _ 36, 60 and 100 tablets. 
Although patients often use sodium bicarbonate 

with aspirin to alleviate gastric symptoms, clini- 

cians. know that this causes a lowering of the sali- Ref. 1. F t-Smith, P.: J.A.M.A. 158:386, 1955. 2. 

cylate level of the blood serum.* Moreover, this  9°-4-M-A. 141:124, 1949. 3. M. Times 81:41, 1953. 

practice may cause retention of the sodium ion.’ _ 

Pre-existing symptoms of cardiorenal disease have BUFFERIN Nor Tit 

been aggravated.’ 


IN ARTHRITIS—WHEN LARGE AND BR STO co. 


PROLONGED SALICYLATE DOSAGE IS INDICATED, 
GIVE BETTER-TOLERATED BUFFERIN. 19 West 50 Street, New York 20, N. Y. 
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ATTACKS IN 


1. Provides rapid and high 
sulfa concentration in the urine. 


2. Provides adequate sulfa 
blood levels in the infected 
tissue not reached by the high 
sulfa concentration in the urine. 


3. Provides fast symptomatic 
relief making the patient more 
comfortable. 


3 WAYS 


This combination 
SulfamethyIthiadiazole of sulfas 
provides a 2-prong 
attack on the infection 
and results in 
effective low sulfa 
Sulfadiazine 
solubility and safety 


Azodyne (Stuart brand of 
phenylazo-diaminopyridine HCl) 
Azodyne imparts an orange-red 
color to the urine. 


makes the patient more comfortable 


Suladyne treats the infection and at the same 
a DOSE: Initially 4 tablets, ia 
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routine 


in the six-week postpartum checkup 


A | GENERAL PHYSICAL, including blood and urine 
| THOROUGH PELVIC EXAMINATION 


c CONTRACEPTIVE COUNSEL 


VAGINAL GEL #pH4.5 


we 


12 
in 
| 
\ 
PREDNI: 
3 THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 
Ortho 


in 
rheumatoid arthritis 


“free of significant metabolic, 
water or electrolyte disturbances.” 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- 
teristic of cortisone and hydrocortisone.'+ 


* avoids sodium and water retention 
avoids weight gain due to edema 
* no excessive potassium depletion 
* better relief of pain, swelling, tenderness; diminishes joint stiffness 
+ lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 
* most effective in smallest dosage 


Bibliography 

(1) Dordick, J. R., and Gluck, E. J.: Preliminary clinical trials with metacortandracin in 

theumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 

properties, J.A.M.A., in press. (2) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. ; 

157:311, 1955. (3) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Clinical and physio- : Ps 
logical studies on the use of metacortandracin in respiratory disease. I. Bronchial asthma, é se 

Dis. Chest, in press. (4) Schwartz, E.: Personal communication. é 
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Greater Efficacy 
from smaller 
dosage 


Side actions fewer 
and of lessened 
intensity 


No complicated 
dosage 
schedules 


Simpler patient 
management 


Beeause of 


Simpler, More Effective 
Combination 


Rauwiloid 


A Riker Single-tablet Preparation 


Indicated in moderately severe hypertension. Each 
tablet contains 1 mg. Rauwiloid and 3 mg. Veriloid. 

Initial dosage, one tablet t.i.d., p.c. In bottles of 
100 tablets. 


Hexamethonium 


A Riker Single-tablet Preparation 


Indicated in rapidly progressing, otherwise intract- 
able hypertension. Each tablet contains 1 mg. 
Rauwiloid and 250 mg. hexamethonium chloride 
dihydrate. 


Initial dosage, one-half tablet q.i.d. 


Available in bottles of 100 tablets. 
Riker} LABORATORIES, NC. 
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The only complete hematinic 
containing better tolerated MOL-IRON* 


the most effective iron therapy known** 


PANHEMIC 


PLUS 


safety factor. 


The daily dose of 2 small capsules of Mol-lron Panhemic provides 
a therapeutic dose of Mol-lron (over 200 mg. of elemental iron) 


One U.S.P. Oral Unit of antianemia activity fortified with an addi- 
tional therapeutic amount (15 mcg.) of Vitamin Biz 


Folic Acid (5.0 mg.) and Ascorbic Acid (150 mg.) —therapeutic 
amounts for those anemias responsive to these essential hemo- 


poietic factors. 


*Mol-lron is an 


**Complete bibliography on request. 


Essential B vitamins to relieve complicating nutritional deficiencies. 


Supplied in bottles of 60 and 500 capsules. 


WHITE LABORATORIES, INC. + KENILWORTH, N. J. 


lusive, patented, coprecipitated complex of ferrous and 
molybdenum salts which exhibits unique advantages as a hemopoietic agent. 


**¥as derived from Streptomyces fermentation extractives. 


1 A.0.A. 
FOR ALL AMENABLE ANEMIAS 
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Note the percentages 
of daily allowances* 


provided by six slices 
of enriched bread. 


ENRICHED BREAD.» 


enriched bread 


endorsed again 
by authorities 
on public health 


Enricnep Breap, marketed since of nutritional deficiency diseases.”? 
1941, recently has beenendorsed again None of the diseases caused by de- 
by the Food and Nutrition Board of ficiencies of thiamine, riboflavin, 
the National Research Council and niacin, and iron—the nutrients with 
by the Council on Foodsand Nutrition = which bread is enriched—is as wide- 
of the American Medical Association.!_ _ spread as in former days. 

This reaffirmation of endorsement in But enriched bread is valuable nu- 
former years (1939, 1941, 1946) is _tritionally for more than its high 
based on “good evidence” that en- amounts of B vitamins and iron stip- 


riched bread has been “beneficial to ulated by official regulation. By 

the public,” has “encouraged sound commercial practice, average enriched 

nutritional practices,” and has con- bread contains nonfat milk solids in 


tributed notably to ‘‘correcting amounts averaging 4 per cent (by 
deficiencies in the diets of the general weight) of its contained flour. Hence 
population.” it also represents a source (39 grams 


Nationally marketed enriched bread per pound loaf) of good quality 
merits a large share of the credit for protein for supporting good growth 


“the great gain in public health” in as well as maintenance of tissues. It is 
recent years, attributed to modern food also a good source of calcium. 
commodities possessing high nutrient 


*For man 45 years of age. (National Re- 


content. ““Within the past two decades, search Council Dietary Allowances, 1953) 
for the first on in our history we have 1. The Addition of Specific Nutrients to Foods, 
reached a national pattern of food Public Health Reports 69:275 (Mar.) 1954, 
peng that permits almost 7 2. King, C. G:: Newer Concepts of Optimum C& 
plete escape from the classical forms Nutrition, Food Technol. 8:486 (Nov.) 1954, 


The nutritional statements made in this adver- (s 
tisement have been reviewed and found con- = 
sistent with current medical opinion by the AMERICAN BAKERS ASSOCIATION 
Council on Foods and Nutrition of the Ameri- 

20 NORTH WACKER DRIVE, CHICAGO 6, ILL. 
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eee sleep comes in a natural, easy manner within 
one-half to one hour when you relax your patient with 
Noludar. Calm sleep for 6 to 7 hours is followed 

by clear-headed awakening. Habituation and typical 
barbiturate side effects are unlikely because Noludar 
is not a barbiturate. Available in 50-mg and 200-mg 
tablets, and in liquid form, 50 mg per teaspoonful. 


Noludar® - brand of methyprylon 


Hoffmann - La Roche Inc Nutley 
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Down of course ... the fever, that is. Gantrisin was used 

to treat the bacterial infection. More and more doctors are 
using Gantrisin because this single, highly soluble sulfonamide 
produces high plasma and urine leveia, has a wide antibacterial 
spectrum, and is well tolerated. 

Gantrisin® 'Roche' - brand of sulfisoxazole 


Hoffmann - La Roche Inc °* Nutley «+ Ned. 
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NEW! ACHROMYCIN OPHTHALMIC OINTMENT wisn HYDROCORTISONE i 


(Tetracycline 1%, Hydrocortisone 1.5%) 


Lederle’s versatile broad-spectrum antibiotic and hydrocortisone, 

an established anti-inflammatory agent, are now combined in 

a lanolin-petrolatum base. This dual-action ointment is useful 
Package: \% oz. in treating a wide variety of ocular infections, and many 
collapsible tube. noninfectious eye conditions, including corneal injuries. 


Other forms of 
ACHROMYCIN for 
ophthalmic use: 


Ophthalmic Ointment 
1%: % oz. tube. 


Ophthalmic Solution: 
vial of 25 mg. with 
sterilized dropper vial. 


TETRACYCLINE LEDERLE 


Lederle ) LEDERLE LABORATORIES DIVISION amenrcaw Cyanamid compavy PEARL RIVER, NEW YORK 
"REG. U.S. PAT. OFF. 
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The standardized pattern of balanced 
electrolytes in BREMIL offers the possi- 
bility of regulating electrolyte and 
water balance in the normal infant by 
dietary means — especially significant 
during the summer for maintenance 
of a physiologic water reserve. 


BREMIL mixes like a liquid. Nutrition- 
ally complete, and costs no more than 
ordinary formulas requiring carbohy- 
drate and vitamin supplementation. 
Available in 1-Ib. tins. 


For information on the “electrolyte 
feature” in BREMIL, send for the bro- 
chure, Hydration in Relation to Infant 
Nutrition. 


r4 PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17 
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AC BANDAGE 


elasticity for compression 


body for support ; 


|B-D] BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


ACE, T.M. REG. U.S. PAT. OFF. 
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THREE pull straps 
control traction in 
model 430-EHS Ilumbo- 
sacral support pic- 
tured . . . two 
semi-rigid steels. 
WRITE for ‘‘Truform 
Red Book,”’ the fully 
illustrated reference 
catalog of Surgical 
Supports and Elastic 
Hosiery. 


Please read this “detail”, Doctor... 
because it’s what your favorite Truform fitter would tell you, 
we believe, if he or she visited your office... 


Truform’s educational program offers the finest training in the 
selection and fitting of surgical supports. Truform supports 
are designed on well-understood physiological principles, with 
a thorough understanding of the supportive or corrective 
effects to be attained. And there are a wide variety of designs 
to permit your selection of exactly the correct type to provide 
maximum therapeutic effect consistent with comfort. 


TRUFORM Anatomical Supports are available 
only from the Ethical Appliance Dealer. 


anatomical supports 
3960 ROSSLYN DR., CINCINNATI 9, OHIO 
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THIS /IS 


The original alseroxylon fractien 
of India-grown Rauwolfia 
serpentina, Benth. 
All the hypotensive alkaloids of Rauwolfia—not ‘merely d 


a single isolated substance 


Free from the dross of the whole ‘tet 
Gently antihypertensive 


Tranquilizing 

Bradycrotic 

Free from undesirable side actions 
Single daily dose 


DOSAGE: Merely two 2 mg. tablets at bed- 
time. After full effect 1 tablet usually 
suffices. Available in bottles of 60, an : 
average month's supply. 


FIRST THOUGHT IN 
HYPERTENSION 


Riker : 


ANGELES 
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ORANGES®* GRAPEFRUIT * TANGERINES 


from coast to coast... 
Adolescents need help 
to avoid vitamin C deficiency 


Typical reports from nutritional surveys show: 


Among 780 junior high school students in Maine, 
two-thirds of the boys and one-half of the girls 
eat diets deficient in vitamin C.! 


Teen-age boys in Iowa neglect foods rich in vitamin C 
while girls stint on all foods to keep fashionably slim.? 


Daily meals of students in four colleges of the 
Pacific Northwest provide inadequate vitamin C more 
than 60% of the time.3 


The ‘Citrus Snack’ vs. ‘Empty Calories’ 


The taste appeal of the ‘citrus snack’4 makes this a simple, 
satisfactory way to help compensate for the nutritional 
deficits of teen-age meals which are too often of 

“the hot-dog, soft-drink, candybar type.” ® 


Teen-age Acne Problems may be a manifestation of 
inadequate vitamin C intake, and excellent results 
have been reported by correcting this deficit.5 


Florida Citrus Commission 
Lakeland, Florida 


1. Clayton, M. M.: Maine Agric. 
Exper. Sta. Bull. No. 495, 1951 

. Eppright, E., et al.: Fed. 
Proc. 11:442, 1952. 

. Fincke, M. L., et al.: 

J. Am. Dietet. A. 24:957, 1948. 

. Mack, P B.: at Conference on 

Research in Medicine, 
Lakeland, Florida, 1954. 

5. Morris, G. E.: Postgrad. Med. 
14:443, 1953; Am. Pract. & 
Dig. Treat. 5:658, 1954; 
A.M.A. Arch. Derm. & Syph. 
70:363, 1954. 

6. Young, C. M., et al.: J. Am. 
Dietet. A. 27:289, 1951. 
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Newest Knox Brochure 
Aids Dietary Management of Diabetics 


Although more than 50% of diabetics can be managed 
with proper diet, continued success is dependent 
upon proper motivation of patients. Determination to 
abide by dietary restrictions is also important for the 
diabetic being managed with insulin. 

The new Knox booklet ‘New Variety in Meal 
Planning” has been prepared to help the physician 
enlist the patient’s enthusiasm for dietary measures 
and to help maintain this enthusiasm. It explains the 
importance of diet to the diabetic, shows him how to 
use the newest dietary advance—Food Exchange 
Lists'—and then describes how to provide tasty 
variety with 14 pages of tested, diabetic recipes. 

“‘New Variety in Meal Planning” makes no attempt 
to prescribe a system of treatment. It shows how the 
recipes described may be used to good advantage in 


practically any system of diabetic management. If you 
would like a supply for your practice, use coupon 
below. 


1. Developed by the U. S. Public Health Service assisted by committees of The 
American Diabetic Association, Inc. and The American Dietetic Association. 


Knox Gelatine Company 
Professional Service Department JO-11 
Johnstown, N. Y. 


Please send me copies of the new Knox diabetic 
brochure describing the use of Food Exchange Lists. 


YOUR NAME AND ADDRESS 
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now... 


a new fortified CORICIDIN 


of relief and comfort 


for an extra measure 


even in severe colds 


fortified with vitamin C for 


stress support and with 


methamphetamine hydrochloride 
to combat “cold doldrums” 


Each red and yellow capsule provides: 


Chlorprophenpyridamine maleate . .... . 4 mg. 
Methamphetamine hydrochloride ..... . 1.25 mg, 


On § and cannot be refilled without your permission. 
Bottles of 100 and 1000. 


Coricip1Nn,® brand of analgesic-antipyretic. 
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*A name synonymous with cold control. 
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in arthritis 
and 


allied disorders... 


nonhormonal anti-arthritic 


| BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 


rheumatoid arthritis." 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.”” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1: 168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 


BuTtazo.ipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GE!IGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
In Canada: Geigy Pharmaceuticals, Montreal 


our! 
Kove 


26 
@ @ eee 
oeeee 
eeeee e eeeeee 
ee * oee @ @ 
aT ee 
e« 
e ge e 
eeeee 
eoeeee eoeees 
eeeee 
com 
eeeee 4 eeoeees 
0.0 
oeeee — eoeee 
eeee ee 
eoeeee@ @ eee ee 
eoeeeee PL eeeees 
| eeeee?e os! 
eoeeeee @ @ @ 
| 


Journal A.O.A. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


November, 1955 


THE BIRTCHER CORPORATION 


world’s largest volume producer of 
electro-medical-surgical equipment 
makers of the world famous hyfrecator 


Of all the hundreds of papers that have been 
published on the subject of Medical Ultrasonics, 
one of the most enlightening to the G.P. is the 
report by another small town General 
Practitioner, published in the August issue of 
Medical Times magazine. This paper covers the 
use of ultrasonic therapy in the treatment of 
patients who had previously failed to respond 
to other methods. The report includes cases of: 


BURSITIS + OSTEO-ARTHRITIS + VARICOSE ULCERS 
HYPERTROPHIC ARTHRITIS OF THE SPINE - ASTHMA 
PERIPHERAL VASCULAR DISEASE - HERPES 2” -ER 


One year's experience 
by a small town G.P. 
using Ultrasonics 


We will mail you a reprint of this article on 
request. We also have on hand a large collection 
of reprints which cover a host of other diseases. 
Included is the bound collection of all 17 

papers presented at the 4th Annual Conference 
of the American Institute of Ultrasonics in 
Medicine which was held August 27th, 1955 in 
Detroit, Michigan. If you have patients who 
are not responding to other treatment and 
would like to have the free use of an ultrasonic 
machine for one month, we will be happy to 
arrange for one of our dealers to put a Birtcher 
Megason in your office ... no charge 

or obligation, of course. 


THE BIRTCHER CORPORATION 
4371 Valley Bivd., Los Angetes 32, California 
[_] Send me a reprint of the small town G.P. paper. 
CT] Send me other ultrasonic reprints. 

| would like to try a Birtcher Megason Ultrasonic 
O in my office without cost or obligation. 


Or. 


State. 
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introducing 


streamlined design and fast 

Pp es in k ping with 
the modern age of speed. 
The New Viscount has all the 
quality features demanded 
by Radiologists in premium 
equipment; now ready to 
serve you in your own 
practice, 


PRICES START AT 


$3,734 


Full Wave rectification for high radiation output. 100 MA at 100 PKV. 

Low power line requirements saves costly rewiring of your office. 

Stepless single knob kilovolt control provides instant kilovoltage selection combined 
with automatic MA push button control. 

Single tube unit or two tube unit with choice of stationary or rotating anode tubes. 
Reciprocating Bucky (included in basic price). 

Full size tilting table for ease of patient handling. 

Full length travel of screen and bucky. 

Modern functional design combined with quality workmanship produces a unit of 
quiet elegance which will give years of trouble free service. 


ADIOGRAPHIC- 


manufacturers of quality x-ray equipment 


4647 N. Cicero Ave. 
Chicago 30, Ill. 
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Nulacin 


A recent clinical study* of 46 ambulatory nonhos- 
pital patients treated with Nulacint and followed 
up to 15 months describes the value of ambulatory 
continuous drip therapy by this method. Total 
relief of symptoms was afforded to 44 of 46 patients 
with duodenal ulcer, gastric ulcer and hyper- 
trophic gastritis. 

The delicately flavored tablets dissolve slowly in 
the mouth (not to be chewed or swallowed). They 
are not noticeable and do not interfere with speech. 

Nulacin tablets are supplied in tubes of 25 at 
all pharmacies. Physicians are invited to send for 
reprints and clinical sample. 


WITHOUT HOSPITALIZATION 
GOOD TASTING, TOO! 


HORLICKS 
COR PORATION in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 


*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 


+Mg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; Mg 


Pharmaceutical Division 
carbonate 0.5 gr. 


RACINE, WISCONSIN 


| 
| 
UCES patients With | rVOUS nnia 
pre ay or k v disease 
a 
. 
- 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Norent A-O-k, 
T, 5 


One way to 
avoid sensitization 
to milk 


PET Evaporated Milk really helps in the management of poten- 
tially allergic infants . . . because heat sterilization of Pet Milk 
coagulates whey proteins so they are less likely to be absorbed 
undigested into the blood stream. Instead, they are retained in 
the gastro-intestinal tract until digestion is complete. Recom- 
mend nutritious Pet Milk for a// the babies in your care— it’s 
good insurance against many feeding difficulties arising from milk 


sensitization. 


Favored Form of Milk 
For Infant Formula 


PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 
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Mulvidren 


Multivitamins in a 
NEW soft tablet 
form (Softabs ) 


tTrademark 


Children like 
Mulvidren 


‘Sick people like 
Mulvidren 


Old people like 
Mulvidren 


Everybody likes 


Mulvidren 


More complete—Better balanced 
ONE TABLET CONTAINS: 


err A 5000 USP Units 
‘ D 1000 USP Units Mothers like 
oan. Mulvidren 
Doctors like 
B, 1 mg. 
B;2 5 mcg. 


4 
Calcium Pantothenate 3 mg. 
* 


Niacinamide 10 mg. 


DOSE: 1 TABLET DAILY 
SUPPLIED: BOTTLES OF 50 AND 100 TABLETS 
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HERE’S HOW 


POLYSAL” 


HELPS YOUR PATIENTS 


POLYSAL prevents and corrects hypo- 
potassemia without danger of toxicity! 


2 


POLYSAL corrects moderate acidosis 
without inducing alkalosis! 


3 


POLYSAL replaces the electrolytes 
in extracellular fluid! 


4 


POLYSAL induces copious excretion 
of urine and salt! 
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Polysal, a single I.V. solution to build electrolyte balance, 
is recommended for electrolyte and fluid replacement in 
all medical, surgical and pediatric patients where saline or 
other electrolyte solutions would ordinarily be given. 
Available in distilled water—250 cc. and 1000 cc. and in 
5% Dextrose—500 cc. and 1000 cc. 


INSTEAD OF UNPHYSIOLOGICAL 
“PHYSIOLOGICAL SALINE’? MAKE 


POLYSAL 


YOUR ROUTINE PRESCRIPTION 


1. Fox, C.L. Jr., et al. 
An Electrolyte Solution Approximat- 
ing Plasma Concentrations with 
Increased Potassium for Routine 
Fluid and Electrolyte Replacement. CUTTER Laboratories 
J.A.M.A., March 8, 1952. BERKELEY, CALIFORNIA 
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Obesity: Some Considerations on a Rational 
Approach to a Problem 


GEORGE W. NORTHUP, D.O. 


To medicine obesity is a physical finding, it is not 
a specific disease for which there is a specific curative 
agent. To the physician obesity is a problem, and to 
the American people it has become an _ obsession. 
Not only physicians, but men and women general- 
ly are aware that obesity is an abnormal nutritional 
state which is not only dangerous to health but is 
dangerous to life. To point out that the greater the 
overweight the greater the curtailment of longevity is 
to be merely aphoristic. Of the more than 40-odd mil- 
lion that are more or less overweight (one out of every 
three adults), not all, but millions, desire to lose their 
excess weight.1* Reducing has become a national en- 
deavor and a fad. And it has become big business. It 
pays dividends. Physicians are being urged to get their 
share—easily. 

The primary concern of this paper, however, is 
not with the exploitation of a gullible fat public. Its 
primary concern is to present to the osteopathic phy- 
sician, within the limits of the space afforded, scientific 
information on the subject of obesity and to set forth 
certain fundamental principles by which he may assay 
programs of weight reduction, with special attention to 
those physicians who have run afoul of unethical phar- 
maceutical houses promoting weight-reduction pro- 
grams based upon an irrational program of therapy. 
A rational program of weight reduction is not a simple 
thing. It is complicated and highly individualized, and 
it demands in every instance a degree of patient super- 
vision beyond the time that the busy physician can 
easily spare. For this reason, he is likely to become the 
victim of panacea promoters who employ the language 
of science to sell a system of therapy that is unscien- 
tific and potentially dangerous. 

As osteopathic physicians we are called upon to 
study the problem of obesity in the light of the basic 
principles of our school of practice.® It is not sufficient 
that we occupy ourselves with the debris of a process ; 
it is necessary that we engage in a study of man for 
certainly the study of obesity must center about the 
man who is obese. 

The human organism is, in its simplest definition, 
a receptor-effector mechanism.** It receives certain 
stimuli from both its internal and external environment 
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and produces a response singularly individual for that 
particular organism at that particular time. These re- 
sponses are primarily determined by the state of the 
receptor-effector mechanism. Although the quality 
and character of the stimuli are of importance and, as 
Selye* has pointed out, there are gross nonspecific re- 
sponses which man will make to varying types of stress 
factors, experience teaches us that in no way are re- 
sponses specifically predetermined by stimuli. It is the 
individuality of the man which determines the details 
of the response.® 

If obesity is examined in the light of such a phi- 
losophy, it readily becomes apparent that this problem 
cannot be solved without a careful study of the recep- 
tor-effector mechanism effecting the response, which in 
this instance is obesity. 

ETIOLOGY 

Physiologic Aspects of Obesity.— 

Newburgh and his associates’*!? have stated that 
obesity is primarily an exogenous disturbance of the 
formula, caloric intake — energy output = weight. This 
is the theory motivating the majority of weight-reduc- 
tion programs, and it is true that the caloric intake of 
the average obese individual is usually higher than that 
compatible with “normal” weight values. 

Many theories have been proposed to account for 
the phenomenon of obesity,'*-* but most of them have 
failed to stand the test of time. A study of these theo- 
ries is of interest, if only to point out the unwillingness 
of many to accept theories indicating that obesity is due 
to a high caloric intake. 

Hereditary Factors.— 

I propose that man inherits a metabolic pattern 
which in a general sense determines his physiologic 
responses.”*-** If this is true, it is reasonable to assume 
that the utilization of nutritional elements in the human 
body is affected by the metabolic pattern of the in- 
dividual. In obesity, there is a quality and quantity of 
caloric intake incompatible with a given organism’s 
basic requirements. Many individuals on an equally 
high caloric intake not only are not obese, but are, in 
many instances, underweight. It must be remembered 
that the individual who fails to gain weight in the pres- 
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ence of an overabundant caloric intake may present 
more of a physiologic anomaly than does his obese 
counterpart; that is, the patient who gains weight as a 
response to overnutrition may be responding in a more 
physiologic manner than does the person who remains 
thin in the presence of caloric plenty. 

Although it should be clearly understood that 
variations in the metabolic pattern in no way represent 
a disease state, it should be equally well understood that 
the same hereditary factor that may lead to obesity 
often predisposes to the development of clinically rec- 
ognizable conditions. This hereditary factor plus the 
deleterious effect of obesity on the body economy makes 
it a problem of major clinical importance. 

Hypothalamic Factor.— 

Recently, there has been an increased interest in 
the role of the hypothalamus in obesity.*° Experimental 
evidence shows that alterations in hypothalamic activity 
affect the sensations of appetite and hunger and sug- 
gests certain possible relationships between the hypo- 
thalamus and the pituitary body.**-** 

The hypothalamus, like other nerve tissue, is high- 
ly sensitive to alterations in blood sugar, a fact which 
is believed to be very important in the regulation of 
hunger sensations ; both laboratory and clinical experi- 
ments support this belief. Mayer** has termed this phe- 
nomenon the “glucostatic scheme of regulation of food 
intake.” It is stated that food intake and appetite are 
regulated by the rate of utilization of blood sugar by 
“centers” located in the hypothalamus. 

Destruction of lateral “feeding centers” not only 
abolishes hyperphagia but causes total anorexia.*! It is 
believed that appetite-regulating cells are activated by 
a “critical” level of blood sugar. When the blood sugar 
rises above a certain level, an individual feels less 
hungry. 

A seeming paradox in this theory seems to exist in 
the case of diabetes mellitus. Mayer explains this on 
the basis that although absolute glucose levels are in- 
creased, utilization is decreased. In order for differ- 
ences in blood sugar levels to affect hypothalamic glu- 
coreceptors, glucose must cross the membranes of these 
cells. This implies phosphorylation by means of the 
hexokinase reaction. When phosphorylation is im- 
paired, “effective sugar levels” will be lower than the 
measured absolute values. Through a series of experi- 
ments on humans, this was found to be true. A com- 
plete study of those experimental studies provides very 
convincing data for Mayer’s theories.**-** 

It should be understood that the above does not 
refer to those hypoglycemic reactions which have their 
effect on appetite and hunger sensations through differ- 
ent physiologic mechanisms. It has been pointed out 
recently, however, that this same factor, as described 
above, may actually be in part responsible for some of 
the manifestations of hypoglycemia.** 

Hypoglycemic mechanisms in health and disease 
have occupied my attention for a number of years.**** 
It is my clinical observation that not all individuals suf- 
fering from hypoglycemic episodes are fat. However, 
many do become obese, and the management of their 
hypoglycemic syndrome often results in marked weight 
reduction.*® 

In the course of Mayer’s**** experiments, a 
strain of mice was discovered in a laboratory at Bar 
Harbor, Maine, wherein 25 per cent of the progeny 
were obese, thus adding further evidence of the already 
mentioned hereditary factor. A study of these mice re- 
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vealed several interesting points. The obese mice had 
a shorter life span than their nonobese relatives. They 
frequently developed a diabetes highly resistant to in- 
sulin, and they showed a decided preference for a high 
fat diet. 

It was decided to determine whether or not there 
was an inherent biochemical factor in this strain of 
mice which might explain their obesity. It was found 
that they were unable to metabolize efficiently C'*- 
carboxyl-labeled sodium acetate, one of the near-end 
products in the metabolism of fat. The fat mice could 
metabolize only about half of the acetate into carbon 
dioxide and water, while the other half of the acetate 
was resynthesized into fat. This resynthesized fat was 
found in the liver in the form of cholesterol and fat. 
Mayer* believes that this is the first time a definite 
abnormality has been found in the biochemical con- 
stituents of this type of an obese organism. It is hoped 
that this will open the way toward future discoveries 
in the study of obesity. 

Carbohydrate Metabolism and Obesity.— 

Restriction of carbohydrates has long been con- 
sidered the basis for weight reduction, as the high 
caloric value of most carbohydrates has been thought 
to be the major factor in overweight. However, receut- 
ly questions have been raised as to whether the carbohy- 
drates contribute to obesity through their caloric effect 
alone, or whether their effect is due, in part, to some 
error in carbohydrate metabolism. 

Pennington***® has claimed an error in the oxida- 
tion of pyruvic acid in obesity and recommends a low 
carbohydrate-high protein-high fat intake without re- 
gard to caloric content. Although his theories are not 
accepted by many, he is one of several who challenge 
the rigid concept of simple caloric restriction as the 
only factor in obesity control. 

Protein Metabolism and Obesity.— 

Recently, protein metabolism has been studied ex- 
tensively,°°*! and there has been a wave of popular 
acceptance of high protein diets in the treatment of 
obesity. It is undeniable that some of these diets have 
produced a considerable weight reduction in many indi- 
viduals. 

The role of amino acids in the economy of man’s 
organism has also been the object of considerable study 
in recent years. On the basis of research conducted at 
the University of California it has been stated that the 
critical level of amino acids in the blood stream affects 
hunger and appetite, regardless of the blood sugar 
level.**? It would seem possible that the blood levels of 
both amino acids and sugar may be involved in this 
problem. 

Many obese individuals, because of poor dietary 
habits, actually suffer from a protein deficiency.®* This 
condition should be recognized and its treatment con- 
sidered in the management of these patients. 

Fat Metabolism and Obesity.—It is odd that only 
recently has a serious attempt been made to study fat 
metabolism in its relation to overweight. Mayer,** as 
previously noted, believes that there is a definite dis- 
turbance in the metabolism of the near-end products of 
fat. Logic would lead one to believe that in many cases 
of obesity the fault lies here. Clinically, it is observed 
that weight reduction is often effected with little change 
in fat distribution. 

Water Balance and Obesity.—Water retention and 
its relation to the biochemistry of sodium have been 
stated to be important factors in obesity.54-57 However, 
the weight from the water held in the body certainly 
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does not represent tissue weight, and it is doubtful that 
water retention is of primary etiologic importance in 
many cases of obesity.**°*°° The relationship of water 
balance to endocrine states has been established for 
many years, and it explains minor fluctuations of 
weight, even in the presence of dietary restrictions.°°™ 
Perhaps water retention represents an end factor in 
the homeostatic processes of the obese; as such it can- 
not be considered a major problem. 
NEUROENDOCRINE SYSTEM AND OBESITY 

General Discussion.— 

Although the “endocrine theory” of obesity has 
been widely attacked,“ the fact remains that it can- 
not be dismissed without further study. As Rynear- 
son®* has noted, the glands of internal secretion must 
be considered in the distribution of fat deposits for 
“surely by now someone has noticed a difference be- 
tween male and female.” 

The ability of the neuroendocrine system to adapt 
itself to the stresses of life is a large factor in the 
health of man.***** It is difficult to implicate any gland 
or set of glands as a cause for obesity, and it is equally 
difficult not to consider their implication. The contro- 
versy exists around two distinct schools of thought in 
the field of endocrinology. Early in the development 
of the field, the dominant influence was exerted by men 
such as Engelbach,®’ who believed both in the high pre- 
dominance of pluriglandular disorders and in various 
degrees of glandular hyperfunction and hypofunction. 
Following this, other endocrinologists®**®* became more 
impressed with single gland dysfunction and developed 
a disregard for the varying degrees of glandular dys- 
function. 

I am committed to a somewhat less extreme belief 
than either group.®® Certainly, many frank glandular 
diseases exist, such as myxedema, Addison’s disease, 
and diabetus mellitus. However, lesser degrees of 
glandular dysfunction seem possible in the light of clin- 
ical experiences.7°-"? It would seem plausible that the 
neuroendocrine system of man might be able to func- 
tion within normal limits at basal conditions, yet fail 
when submitted to stressful situations. 

Perhaps the glandular factor in obesity is a result 
of overweight and represents the debris of malfunction 
rather than a cause. Nevertheless, it is wise to discuss 
the possible neuroendocrine implications in order to 
develop any degree of rationality in the ‘study of 
obesity. 

The Pituitary—Even before the days of Engel- 
bach,®’ dysfunction of the pituitary gland had been rec- 
ognized as a factor in obesity. The difficulty in such a 
study has been the lag in the development of knowledge 
of its function. The close anatomic association of the 
pituitary gland with the hypothalamus makes it seem 
likely that a reciprocal influence may exist. There is 
not enough evidence at hand to indicate that the pitui- 
tary is responsible for or even a factor in all cases of 
obesity. However, it is reasonable to assume that it 
may well play a role in certain types.**:* 

The Thyroid.— 

No single gland has been mentioned so often in the 
treatment of obesity as has the thyroid.7** The thy- 
roid is influenced to a large degree by the thyrotropic 
hormone of the anterior pituitary (T.S.H.). Disturb- 
ances of thyroid activity may be either primary or sec- 
ondary to pituitary malfunction. 

_ Hypothyroidism is not a prerequisite to obes- 
ity,°"*8,78-83 nor does obesity unfailingly follow hypo- 
thyroidism. Many patients with myxedema are not 
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obese, and it is doubtful whether those who are suffer 
from overweight because of their thyroid deficiency. 
If an obese individual has hypothyroidism, it should 
be treated, but not as a weight-reducing measure itself. 
Thyroid extract has been used as a treatment in obesity, 
but both its physiologic”? and pharmacologic® rationales 
have been seriously questioned. Except in instances of 
indisputable hypothyroidism, the use of thyroid extract 
is fraught with danger. It has been shown that its 
continued use in the presence of a normally functioning 
gland actually may depress thyroid function through 
its inhibitory effect on the thyrotropic hormone of the 
anterior pituitary.®*** 

The usual tests of thyroid function, such as the 
determination of the basal metabolic rate and of the 
level of protein-bound iodine, do not reveal findings 
which justify the use of thyroid in the majority of cases 
of obesity. The most careful clinical and laboratory 
evaluation possible should be made before implicating 
thyroid disturbance in the obese. It is the opinion of 
the vast majority of workers in the field that hypothy- 
roidism alone is not the cause of obesity.7#°8*-* 

The Gonads and Obesity.— 

Much has been written about gonadal secretions 
and obesity. It has been noted frequently that increase 
in weight occurs at times when glands producing male 
and female sex hormones are placed under stress. 
Weight increase is frequently noted at puberty, after 
pregnancy, and at the menopause. However, even in 
these circumstances, patients often admit increased 
caloric intake and decreased physical activity. Very 
little evidence exists showing that the gonads are di- 
rectly responsible for simple obesity.1%7%*? 

It is of interest to note that the use of estrogenic 
hormones may actually increase weight,** and there is 
little doubt that the use of estrogens has been badly 
abused by a large number of practicing physicians. 

Adrenal Glands and Obesity.— 

The relationship of adrenal dysfunction to Cush- 
ing’s disease, which is identified with a special type of 
obesity, is well established. Whether or not lesser de- 
grees of adrenal dysfunction can cause obesity is de- 
batable, to say the least. 

Goldzieher®*** has stated that both the pituitary 
and the adrenals are responsible for a water retention 
syndrome which he associates with obesity. Others 
have denied this relationship.** Further careful investi- 
gations will have to be undertaken before the issue can 
be settled. 

The interrelationship of endocrine, biochemical, 
and autonomic regulations is undoubtedly a most im- 
portant factor in homeostasis. The adrenal glands play 
a key role in many of these mechanisms.°® 

Summary of Neuroendocrine Relationship and 
Obesity.— 

As we now understand it, the role of the neuro- 
endocrine system in the development of obesity is 
equivocal. It is apparent that clear-cut endocrine dis- 
ease is absent in most cases of overweight. It seems 
equally apparent, however, that the neuroendocrine 
function is an important factor in the metabolic pattern 
of the obese. 

Endocrine disturbances may result from obesity 
and, unfortunately, from the injudicious use of glandu- 
lar extracts in the treatment of obesity. At the present 
time, the use of endocrine products in the treatment of 
obesity is based more on fancy than fact. When knowl- 
edge of the physiology of the endocrine glands in- 
creases to the point where their function and actions 
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are better understood, both their importance in the 
metabolic pattern of the obese and the serious errors 
of judgment in the application of their products in the 
treatment of obesity may be realized. 

THE MUSCULOSKELETAL SYSTEM AND OBESITY 


The role of the musculoskeletal system in obesity 
has not been studied. However, lesions in this impor- 
tant system of the body appear to have important rela- 
tionships with the function of the neuroendocrine sys- 
tem.** If the body is a functional unit, each of its sys- 
tems influences and is influenced by the others. 

Obesity has a marked deleterious effect on the nor- 
mal function of the musculoskeletal structures. Added 
weight and enforced effect of gravity increase mechan- 
ical stresses and strains. As a result, the effect of 
structural lesions on the neuroendocrine system is in- 
creased. 

Obese patients have a tendency toward an increase 
in the acuity of the anteroposterior lumbar curve and a 
marked tendency toward an upper thoracic kyphosis. 

The mechanical aspects of the obesity problem are 
practically unexplored areas of study. It is my belief 
that future study may lead to some interesting conclu- 
sions. Certainly, the obese patient is usually in need of 
attention to his musculoskeletal system, if the total 
health care of the patient is to be considered. 

PSYCHOSOMATIC ASPECTS OF OBESITY 

Medicine is living in a psychosomatic age. Thus 
the psychologic and psychiatric aspects of obesity have 
come under careful scrutiny,®***? and surely in the eval- 
uation of the totality of man, these factors must be con- 
sidered. 

Psychosomatic factors show evidence of impor- 
tance both in the etiology and successful management 
of the obese.** In fact, failure to recognize these points 
has proved both detrimental and dangerous in the “rou- 
tine” management of the overweight patient.*® 

Careful investigation of the patient’s psychologic 
problems is both necessary and desirable.?°° We cannot 
believe that these factors are the sole cause of obesity, 
but it is not difficult to accept their importance. The 
emotional aspect of life has an important relation to all 
the varied functions of man, and in many cases of 
obesity there undoubtedly exists the factor of compul- 
sive eating as a result of emotional difficulties. 

It is obvious that obesity itself may be a cause 
of emotional instability. There is a close blending of 
the psyche and the soma in this and other syn- 
dromes.'°’ Successful diagnosis and treatment rest 
upon a better understanding of their relationships. 

Much is gained by establishing a good patient- 
physician relationship. The purpose of losing weight 
must be explained to the patient without frightening 
him unduly about the possible consequences of failure 
to do so. He should be made to understand the im- 
portance of weight loss and the reasons for it, and he 
should be advised to call as little attention as possible to 
the fact that he is dieting. He will have an easier time 
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of it if all his friends are not brought into the picture.* 

Finally, the physician himself should use the same 
care in managing a reducing diet as he uses in manag- 
ing a diabetic diet. If the doctor does not consider 
weight reduction important, neither will the patient. 
Much of the failure in the therapy of obesity is due to 
the offhand manner in which the average doctor rec- 
ommends his treatment. The patient is likely to respond 
with the same attitude that the physician projects. 
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RELATION OF EXERCISE TO OBESITY 

Exercise as a means of weight reduction has been 
subject to considerable ridicule. Yet recently it has 
been re-evaluated in the light of newer investigations, 
It is true that increase in exercise alone will not reduce 
weight, but the fact remains that the average obese in- 
dividual has decreased his activities, if only as a result 
of the limitations of embarrassing size and weight, 
I°xercise should be prescribed, not in the form of calis- 
thenics, but by the pursuit of such rapidly disappearing 
arts as walking. Exercise properly recommended on an 
individual basis should be part of the management of 
obesity.*7 

TREATMENT OF OBESITY 

The management of obesity is a complex probiem, 
Obviously medical science knows little about the cause 
and mechanisms of obesity in man. However, there are 
certain fundamental principles of good medical care 
applicable to the management of obesity. Much is 
known about metabolism and nutrition, and it is upon 
these scientific facts that we must evolve a rational 
approach to weight control. Further, any well-rounded 
consideration of the problem of obesity must present 
not only the latest scientific information on the subject, 
but it must also sound a note of warning against irra- 
tional practices that violate every tenet of good medical 
care, 

The time and effort needed to study and manage 
obese patients renders many physicians easy victims of 
the “educational” campaigns of substandard pharma- 
ceutical houses that are currently exploiting the obesity 
problem. These firms furnish programs for the man- 
agement of the obese which are in open disregard of 
known facts of physiology and pharmacology, and 
physicians using them put themselves in the anomalous 
situation of carrying out a lay-contrived program which 
has neither guidance from scientific sources nor the 
backing of recognized medical authority. The physician 
is worthy of his hire, but that does not justify his be- 
coming a middleman for a mongering drug house. 

Medical management of the overweight patient in- 
volves more than direction of the simple mechanics of 
losing weight. The first principle involved is a recogni- 
tion of the individuality of each patient; there is no 
“obesity program” applicable to all cases. There is a 
modern concept of weight control agreed upon by lead- 
ing authorities which will serve as a guide to the care 
of the individual; there are “programs” designed to 
produce a sensational impression, which are dishonest, 
scientifically unsound, and potentially dangerous to the 
patient. 

The physician has a moral responsibility for the 
health of his patient—he must be certain that in his 
effort to aid his patient, he does not worsen his condi- 
tion. For this reason, both the literature and my own 
experience have been carefully surveyed. As a result. 
the following discussions of the therapeutic aspects of 
this problem are written. Included are recommenda- 
tions of certain broad general principles which will 
lead toward a rational approach in the management of 
obesity, and warnings against unphysiologic methods. 

Nutritional Therapy.— 

Even the most avid proponents of the endocrine 
factor in obesity do not ignore the factor of nutritional 
therapy.*’'"' It is apparent that fat people eat more 
than their bodies can metabolize, and certainly altera- 
tion of body function by drugs in order that the indi- 
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vidual can continue his poor dietary habits is not in- 
dicated. 

There is a vast difference between nutrition and 
diet. Dieting is a possible means of losing weight but 
it carries no assurance that proper nutritional balance 
is obtained. Therefore, while any weight-reduction diet 
is being followed, it is advisable to supply vitamin- 
mineral combinations to assure adequate nutritional 
balance. Protein supplements may be necessary to cor- 
rect the hypoproteinemia resulting from the poor dietary 
habits of the obese.** 

The diet which I use for weight reduction is a 
modification of the diet recommended in the treatment 
of hypoglycemic syndromes. Diets should be flexible 
enough that they can be attractive and reasonably com- 
patible with the individual nutritional tastes. 

From the available evidence, it would seem that a 
diet high in protein and low in carbohydrates and fats 
is a logical one to use. A small amount of carbohydrate 
food a half hour before meals often acts as a safe 
anorexic agent. It is important to attempt to increase 
the amount of food eaten at breakfast and lunch and 
decrease the amount eaten at the evening meal. Un- 
fortunately it has become the habit of many people to 
eat light breakfasts and lunches and then throw caution 
to the winds at dinner, which is eaten before the period 
of the day’s lowest activity. The American farmer tra- 
ditionally eats a heavy protein breakfast before his 
day’s labors. One sees fewer obese farmers than obese 
“white collar” workers. 

Most obese persons eat too fast. They should be 
instructed to eat slowly and chew their food well. This 
allows the blood sugar regulatory mechanisms to in- 
crease the available glucose for the appetite-regulating 
centers in the hypothalamus. This accomplishes a re- 
duction in appetite and hunger sensations during the 
meal, permitting the patient to be satisfied. 

The caloric intake of a safe reducing diet may 
vary from 800 to 1,200 calories, depending on the 
energy output of the patient. After proper weight re- 
duction has been achieved, 200 more calories are added 
to the diet every 2 weeks until signs of increasing 
weight appear. The optimal caloric intake for weight 
stabilization is a highly variable factor. However, it 
can be determined, and its determination aids greatly 
in the future management of the case. 

My experience with such nutritional instructions 
has proved successful and safe. Joliffe has made similar 
recommendations and has been able to calculate expect- 
ed weight loss mathematically.'°?"°* "Many patients are 
aided by his book, “Reduce and Stay Reduced.”** 

Exercise.—Although there is a tendency to mini- 
mize the value of exercise in a weight-reduction pro- 
gram,'*°° it is a necessary component. In many obese 
patients, the beginning of obesity can be traced to a pe- 
riod of decreased activity.***7 

Manipulative Therapy.—It must be recognized 
that the overweight patient is placing a strain upon his 
musculoskeletal system which it is not designed to 
carry. Correction of the resulting abnormalities should 
accompany any weight-reduction regimen. 

Anorexic Agents.— 

Bulk producers of the methyl cellulose variety 
have occasional indications as in some patients they 
give a sense of fullness. Amphetamine sulphate and its 
less toxic derivatives may sometimes be useful, par- 
ticularly in the emotionally depressed. Their advantages 
as anorexic agents are debatable, except as adjuncts in 
the psychiatric 
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Potent drugs, such as atropine and digitalis, have 
been tried for their appetite-depressing qualities. The 
use of digitalis leaves is mentioned only to be con- 
demned.'*** Digitalis in the presence of a normal heart 
acts as a cardiac depressant,?":**1°°-1!° and the fact that 
it also has a diuretic action does not validate its use.*™* 

Normal appetite is a physiologic function. Abnor- 
mal appetite is a physiologic and, oftentimes, a psy- 
chologic malfunction. Although anorexic agents may 
have some temporary usefulness in the control of ab- 
normal appetite, the true cause must be sought and 
remedied. Certainly, the use of toxic, cumulative drugs 
such as digitalis has no place in the rational manage- 
ment of obesity. The safest anorexic age.t in my hands 
has been a small carbohydrate-protein feeding about a 
half hour before meals. 


Diuretic Agents —On the basis of the belief that 
water-retention is an important factor in obesity, the 
therapeutic use of diuretics has been recommended.°!"" 
Occasionally diuretics may have some temporary value, 
but their continued use places an increased burden on 
the normal excretory power of the kidneys and unfa- 
vorably affects the electrolyte balance of the body, which 
may lead to serious clinical problems. It is impossible 
to justify the prolonged diuresis encouraged by the 
proponents of some “slenderizing programs.” The in- 
herent dangers of obesity are not as grave as are those 
imposed by the use of irrational therapy. Prolonged 
diuresis in the treatment of obesity is irrational therapy. 


Cathartic Agents —Production of watery stools as 
a means of dehydrating the patient and thus achieving 
weight loss has been tried. It is true that some weight 
reduction can be secured by creating prolonged diar- 
rhea. In fact, any method which makes the patient sick 
enough may achieve weight reduction. There is no ra- 
tionale in establishing physiologic disturbances in an 
effort to create physiologic balance. 


Glandular Agents.— 

Perhaps the most commonly used endocrine sub- 
stance for the therapy of obesity is thyroid, although 
opinion is divided as to its use. Those who use small 
doses of thyroid are quick to recognize that no matter 
how small the dose, it leads to thyroid dyscrasia.74:*>** 
Thyroid is indicated in cases where there is a concur- 
rent hypothyroidism in doses up to but not exceeding 2 
grams a day. Thyroid is a cumulative drug and in 
large doses depresses the thyroid-stimulating hormone 
of the anterior pituitary, actually producing hypothy- 
roidism.*® 

Many authorities in the field of endocrinol- 
ogy'*:18:19:69-63 fee] that the routine and continuous use 
of thyroid in the management of obesity is contraindi- 
cated, and that even in cases where it seems indicated, 
it should be used with extreme caution. Why then is 
the indiscriminate use of thyroid recommended? The 
answer to this question cannot be found in any modern 
text on physiology or pharmacology. Some endocrinol- 
ogists recommend small doses of thyroid for its calori- 
genic effect,”***° but the use of large doses over long 
periods constitutes a pernicious meddling with physi- 
ologic mechanisms. Under no conditions is such ther- 
apy recommended if the welfare of the patient is being 
considered. 

Various pituitary extracts have been used.1!2!"° In 
certain cases, they seem to have some value. However, 
oral anterior pituitary preparations have been shown to 
be inert and valueless in most instances.** 
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Drug Mixtures.— 

Through the years, a certain type of pharmaceuti- 
cal house has produced and sold for the treatment of 
obesity mixtures of medicinal agents. Medical literature 
reveals no acceptable scientific reports to support the 
claims made for these mixtures ; modern pharmacology 
advances no rationale for such medication. The most 
charitable view of these products is that they represent 
a meddlesome medication, always fraught with danger 
to the patient. 

Particularly questionable is the combined use of 
thyroid and digitalis leaves in dosages that run counter 
to accepted standards. The hazard involved is com- 
pounded by the concurrent use of diuretics and ca- 
thartics. 

Digitalis is a depressant to the normal heart.8*:7°°-1"° 
Its use is indicated in the presence of certain cardio- 
vascular diseases, but its routine application in the 
management of obesity patients is dangerous.’"°* Digi- 
talis leaf has fallen into disuse because of the difficulties 
in standardization. The leaf contains a large proportion 
of impurities which leads to a marked increase in its 
side effects." 

Digitalis, when used in the presence of marked 
diuresis and drug-induced diarrhea, presents yet an- 
other hazard. Excessive loss of fluid from the body 
upsets the electrolyte balance, with a resulting loss of 
sodium and potassium.''*""? In the presence of hypo- 
kalemia, the toxicity of all digitalis preparations is in- 
creased.** Furthermore, the use of digitalis often masks 
the cardiovascular symptoms of thyroid intoxication. 
This state of affairs may prevent both the physician 
and the patient from recognizing the adverse and pos- 
sibly fatal effects of treatment. 

CONCLUSIONS 

Although the etiology of obesity is not clearly un- 
derstood, there are certain broad principles which per- 
mit a rational approach to the therapy which is both 
logical and safe. 

1. Diet Prescription.— 

The basic approach must be centered about the nu- 
tritional intake of the obese patient. 

a. A high protein-low fat-low carbohydrate diet 
is proposed. 

b. A more even distribution of food intake is 
advised, with caloric value divided somewhat equally 
among the three regular meals a day. 

c. Caloric intake should be regulated between 
800 and 1,200 calories a day, depending on the indi- 
vidual’s nutritional needs. 

d. All patients on weight-reducing diets should 
take vitamin and mineral supplements. 

e. Obese patients are notoriously fast eaters. 
They should be instructed to eat slowly and chew their 
food well. 

f. “Scientific nibbling” should be encouraged be- 
fore each meal. This may be accomplished by instruct- 
ing the patient to eat one or two crackers a half hour 
before meals. 

g. Hypoproteinemia should be corrected by diet 
and protein supplements when necessary. 

2. Psychologic Approach——Obese patients are 
often victims of compulsive eating habits. A search 
should be made for the cause or causes and aid given 
to resolve the problem. 

3. Exercise-—Obese patients should be encouraged 
to increase their physical exercise, when indicated. 

4. Manipulative There’; Correction of the ab- 
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normalities resulting from the strain of excess weight 
is indicated in any weight-reduction regimen. 

5. Drug Therapy.—Anorexic agents, principally 
those of the amphetamine group, are occasionally use- 
ful, but they should be used only within their known 
limitations. The administration of drugs in the man- 
agement of the obese is relative to their need by the 
patient for conditions other than overweight per se. 

6. Every approach to the problem of overweight 
must reckon with the individual as a receptor-effector 
mechanism with both general and individual characte r- 
istics. His obesity is a response effected by an indi- 
vidually unique organism. 

7. Treatment must be man-centered, not obesity- 
centered. 

8. In my experience, the above outline constitutes 
a successful approach to the obesity problem. Through- 
out this paper I have pointed out the dangers inherent 
in any treatment program which violates the known 
facts of physiology and pharmacology. 

ADDENDUM 


Following closely upon the completion of this 
article, at least two statements have appeared in current 
medical literature which are of significance and are 
pertinent to one of the primary theses of this article- 
the misuse of drug therapy. 

In the July, 1955, Southern Medical Journal, an 
editorial, “Abuses and Uses of Corticosteroids,” calls 
attention to the fact that the “oversale of these drugs to 
men in general practice has been extremely disconcert- 
ing.” The editor emphasizes that ACTH and cortisone 
are being employed in nonspecific conditions in dosages 
that are far beyond maintenance requirements, even in 
actual deficiencies (for example, 100 to 200 mg. of 
cortisone when 12.5 mg. will maintain a patient having 
Addison’s disease). This may result in sensational im- 
provement at first in some given condition only to re- 
sult in regression to the point that “old standard meth- 
ods of treatment of the past which would finally cure 
other patients . . . came to no avail.” 

Directed to new and specific drugs, this statement 
has wide implications, not the least of which is that 
drugs are not to be employed as the physician’s fancy 
dictates, even if the results seem to justify a disregard 
of known optimum dosage scientifically determined. 

There is no “safe” drug; there are certain ap- 
proximations to safety. Basic to the physician’s use of 
a drug or drugs in any given case are authentic stand- 
ards which determine their employment within estab- 
lished limits. The physician is not qualified to do 
fundamental research—his office is not a laboratory, 
nor are his patients to be treated as laboratory animals. 
Empiricism in medicine is a necessary evil of everyday 
practice ; the art and science of medicine has been en- 
riched by it. But there is no intelligent empiricism 
which, while exploring a new approach to the unknown, 
does not toss aside the known as a guide and a safe- 
guard. 

With the same intent but in more general terms, 
an editorial in the August, 1955, JouRNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION calls upon the 
osteopathic physician “to guarantee to his patient a 
rational therapeutics” by subjecting his procedures to 
known basic criteria available for his guidance. The 
editorial warns doctors of osteopathy against “the un- 
scrupulous machinations of drug firms masquerading 
in the guise of scientific respectibility.””. The doctor is 
called upon to cultivate his sense of discrimination be- 
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tween representatives of ethical pharmaceutical houses 
and drug hucksters—those who violate every tenet of 
medical ethics and turn the physician into a middleman. 


The problem posed by these two editorials is no 
new one. Credulous and uninformed physicians and a 
gullible public are reborn in every generation. Only 
the charlatan, the drug monger, and the impostor grow 
more devious, more subtle, and more contemptuous of 
the intelligence of the physician. The relation of this 
problem to the specific treatment of obesity is no new 
thing. It seems to have been first stated openly by 
Hyman** who several years ago called attention to the 
fact that powerful drugs are often used by the ‘obesity 
specialist,’ who is more interested in the weight scale 
and the pocketbook than in the patient’s health. 


Any patient consulting a physician literally en- 
trusts not only his health but also his life to the wisdom 
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of the physician. The obese are not éxceptions. There 
is no excuse for the use of therapeutic measures which 
have proved useless and dangerous. It is criminal to 
use drug combinations which jeopardize both the health 
and life of patients. In few areas of practical thera- 
peutics is the danger as great as it is in the treatment 
of obesity. 

Osteopathic physicians, through fundamental train- 
ing in the basic sciences and a broad knowledge of 
clinical medicine augmented by a distinctive philosophic 
approach to the problem of health and disease, are es- 
pecially obligated to carry this knowledge with them 
into the consultation room. They dare not be less than 
meticulous in their standards of medical care. Spe- 
cifically, any consideration of the treatment of obesity 
must conform to such standards. 
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The fact that people who are overweight have a life ex- 
pectancy which is significantly less than those who are of normal 
weight, and are at the same time at an efficiency disadvantage, 
has stimulated tremendous interest in the question of the con- 
trol of body weight. A natural consequence of this increased 
attention to body weight is the appearance of many plans which 
claim to solve the problem. The result is that there is consid- 
erable confusion because of such a wide variance in recom- 
mended procedures. 


The most unfortunate feature of most of the plans which 
are proposed is that no account is taken of the fact that weight 
reduction is an individual experimental procedure, which if not 
conducted properly may lead either to disastrous results or, at 
best, put the reducer to an unnecessary physical disadvantage. 


In any diet regimen designed to alter body weight there are 
a number of important items which must be observed, if the 
plan is to yield the desired results successfully. The first point 
which the individual adopting any plan must recognize before 


RELATION OF BREAKFAST REGIMEN 
TO CONTROL OF BODY WEIGHT 


beginning is that eating habits must be radically changed, and 
that to break any habit of long standing is a serious and 
difficult problem. A sound psychologic approach to an altered 
eating pattern must be established and maintained. . . . 
Another point which must be taken into account is the 
distribution of the daily food intake. There is a tendency to 
think that three regular meals per day are essential for men 
and children but not for women. Young women, especially, 
have a tendency to violate the important three-meal-per-day 
principle, with the idea that by so doing they are better able 
to control their body weight. The evidence is quite conclusive 
that the omission of the morning meal should never be prac- 
ticed by anyone, especially those on a reducing diet. This is 
true because by so doing the individual not only places himself 
at a physical and mental disadvantage, but gains nothing in the 
way of weight reduction. There is some evidence that omitting 
breakfast tends to lead to overeating at the lunch and dinner 
meals—W. W. Tuttle, Ph.D., et al., Research Quarterly, 
March, 1954. 
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Coincidence of Tumors and Certain Etiologic Factors 


Part II. Other Disorders: Structural Factors 


LOUISA BURNS, D.O. 
Los Angeles 


Suggested causes of tumor growth are legion. Ex- 
perimental tumors in properly controlled studies are 
caused by known agents, and in many spontaneous hu- 
mat tumors the cause seems to be well established. 
There is no record in our files in which a single cause 
seemed to be plainly indicated but we have a few cases 
which merit scrutiny. 
TUMORS AND DEVELOPMENTAL ERRORS 

From fertilized ovum until the death of a full- 
grown organism, cell division and the relationship of the 
daughter cells are under control, so that orderly struc- 
ture and functions adapted to the habitual environment 
of the species normally result. This control is achieved 
through various agencies, such as heat, gravity, pres- 
sure, certain radiations, constituents of air and nutrient 
fluids, and probably other factors. These are subject to 
some guiding force not yet well understood but almost 
certainly associated with the chromosomes. 

Chromosomes carry hereditary qualities, and these 
have been studied in that connection since Mendel first 
grew pink and white sweet peas in a monastery garden." 
During the past few decades further studies indicate 
that the chromosomes are subject to injury. This may 
be structural and visible in dividing cells after the in- 
fluence of mutagenic forces. In other cases the chromo- 
somes remain apparently normal in structure but their 
injury can be inferred from changes in daughter cells 
and their descendants ; that is, qualities due to injured 
chromosomes may become fixed in heredity. In this re- 
gard qualities so produced differ from variations pro- 
duced by crossbreeding, which are familiar, useful, and 
often predictable phenomena. 

Deformities, benign tumors, and nearly all cancers 
display evidence of a certain type of growth control, 
though the resultant structure may be far from normal. 
The peculiar whorled arrangement of uterine fibroids 
is a case in point. Only in carcinoma simplex and in 
late stages of extremely malignant cancers does growth 
control seem to be completely absent. 

Crossbreeding usually results in considerable varia- 
tion in the structure of the descendants for several gen- 
erations. Desirable dominant traits are fixed only by 
repeated selection during several or many generations. 

A change due to chromosome injury, however, is 
fixed at once if at all. It may be that only one group 
of cells suffers from fractured chromosomes, in which 
case the other cells of a multicellular organism might 
remain unaffected. If the affected cells are somatic 
rather than germinal, the life of the rest of the or- 
ganism may remain normal. This seems to be the case 
in minor developmental defects and in most benign 
tumors. If growth control is seriously disturbed, as in 
malignant conditions, the affected cells may destroy 
the rest of the organism. One might speculate that 
sometimes the chromosomes are only slightly injured, 
so that the daughter cells become unable to react ade- 
quately to external changes. Such cells might be less 
able to meet injurious environmental changes in an 
adequate manner, and hence be more easily susceptible 
to irritants, mutagenic factors, carcinogens, or, per- 
haps, to infections. 


The line between congenitally enlarged tissues and 
benign tumors is not easily drawn. A sessile super- 
fluous lobe of the lung, liver, or spleen resembles a 
benign tumor, and at autopsy it may be impossible to 
distinguish between them. Several instances of this 
kind were noted in cats, rabbits, and guinea pigs at the 
Sunny Slope Laboratory. A structure which has ap- 
peared to be either a defect or a benign tumor may 
seem suddenly to become malignant, and it is not possi- 
ble at this time to determine by microscopic observation 
whether the malignant cells were present and dor- 
mant from the beginning. Anomalies which are them- 
selves apparently harmless seem to be especially sus- 
ceptible to pathogenic influences and to be a favorite 
nidus for cancer. Soper? reported superfluous lobes of 
the lung in this connection. Boyden* described deformi- 
ties of the lung in considerable detail but made no 
attempt to explain their occurrence. 


Human structures vary considerably, and minor 
defects usually are called individual variations. Estab- 
lished families of animals do not vary perceptibly. The 
New Zealand white rabbits used in our Sunny Slope 
Laboratory for several years showed no visible varia- 
tion in structure ; for example, the right and left halves 
of the face and the brain were as symmetric as if one- 
half were shown in a mirror. Minor defects are easily 
visible and thus such animals are excellent subjects for 
study. 


Autopsies of control animals at the Sunny Slope 
Laboratory of the A. T. Still Research Institute showed 
no tumor or any developmental defect in rabbits or 
guinea pigs with three or more generations of normal 
ancestors, nor did any of these develop cancer in later 
life. Rabbits, guinea pigs, dogs, cats, and mice, and 
wild rats, rabbits, moles, and gophers, all with unknown 
ancestry, occasionally showed deformities and benign 
or malignant tumors. Animals with known abnormal 
ancestry always showed congenital deformities and 
often benign or malignant tumors. One or several de- 
velopmental defects were present in every animal with 
any cancer. Anomalies of the heart in the progeny of 
lesioned rabbits have been described.* 


No available literature shows the relative incidence 
of tumors among hybrids and in families showing 
marked variations in structure. From available animal 
studies, it seems fairly evident that malignant tumors 
are less common among wild animals than among do- 
mestic animals and humans. It may be assumed, how- 
ever, that domesticated animals live longer than those 
which fight for a living. 


Earlier, in the laboratory of the A. T. Still Re- 
search Institute, a study was made of the incidence of 
deformities among patients with operable tumors.> In 
223 cases the uterus, tubes, and ovaries were examined, 
but no other tissue. In 53 of these one or several de- 
formed structures were found, including 8 dermoids 
and teratomas, 46 parovarian cysts, an accessory ovary, 
abnormal position of an ovary, abnormally long, looped 
tubes, bicornate uterus. In 1 later case carcinoma was 
found in one horn of a bicornate uterus. In other 
words, when the pelvic reproductive viscera alone were 
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examined, close to 20 per cent showed developmental 
defects. 

In 44 human autopsy records in our files 19 deaths 
were due to cancer and in every case from 1 to several 
gross developmental visceral deformities were present. 
These included accessory lobes of lung and liver; deep 
sulci partially dividing the lobes of the lung, spleen, 
or liver; various aberrant blood vessels; lobulate kid- 
ney ; accessory spleen, ovary, or mammary gland; bi- 
cornate uterus ; anomalous loops of colon and sigmoid ; 
abnormally shaped appendixes; abnormal locations of 
the appendix, ovaries, and tubes; developmental cysts 
of the parovarium; and lobulate gallbladder with tra- 
beculae within. Marked asymmetry of ears, eyes, 
mouth, and skull was quite common. One horseshoe 
kidney was found in a man with cancer of the bladder. 

In 25 cases death was due to pneumonia (8 cases ) 
or to 1 or 2 each of 18 other diseases or accidents not 
recognizably related. In 6 of these, 1 or more of the 
deformities mentioned above were present, but no rec- 
ognizable tumor was found; that is, in 25 deaths from 
nonmalignant disease, 24 per cent showed develop- 
mental defects. While the number is too small to justi- 
fy any conclusion, the facts are of interest and warrant 
further study and a more complete record of minor as 
well as gross developmental defects at autopsy. 

While the presence of anomalies or of benign neo- 
plasms does not indicate certainly that a cancer which 
may have been the primary diagnosis is developmental 
in origin, its does prove that the patient had been sub- 
jected to mutagenic as well as to carcinogenic influ- 
ences. Whether there is any important relation between 
these two factors is not yet known. It is certain, how- 
ever, that many cancers arise from developmental er- 
rors and that some of these are potentially malignant in 
later life (certain mixed tumors), while others may re- 
main benign. 

Human anomalies were described and classified by 
Downing.® Gregg’s’ report of congenital cataract fol- 
lowing maternal German measles opened an entirely 
new field of study. Since that time other deformities 
have been found in babies whose mothers were subject 
to German measles during the first and second months 
of pregnancy. No doubt, further study of more com- 
plete records will add other information of interest in 
this field. Congenital defects have been produced ex- 
perimentally for many years by the use of various 
poisons and abnormal environmental conditions on pa- 
ternal or maternal organisms before mating, on preg- 
nant animals, on independent germ cells of certain 
marine animals, on fertilized ova, and on developing em- 
bryos. The list is too long for review, but it seems 
that under experimental conditions no agency different 
from the usual environment of any species or family 
can be considered harmless to later progeny. Either the 
death or deformity of the germ cell or the embryo may 
follow any marked departure from the normal environ- 
ment of the germ cell or the embryo. 

Colchicine, for example, is either lethal or mutagenic 
according to the size of the dose and its method of 
application. Proper treatment with colchicine changes 
the seeds of various plants so that they develop into 
plants which vary greatly from the parents, and such 
changes may be fixed in heredity. Evidently the chromo- 
somes are affected by the drug directly or indirectly. 
Factors which produce changes in structure or func- 
tion (mutagens) do not necessarily cause tumors, be- 
nign or malignant. Auerbach* studied substances caus- 
ing mutations, especially in Drosophila. Colchicine, 
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nitrogen mustard, and several other mutagens affect 
chromosomes in such a manner as to change the struc- 
ture of the treated fly and also its progeny. Many 
aberrations also are described for mice so treated. 
However, a satisfactory study of the efficiency of 
mutagens requires the use of some simple subject, such 
as Drosophila, and a simple criterion, preferably a sex- 
linked lethal agent. 

Wooley,’ after an exhaustive review of published 
experiments and reviews, sums up the findings, “In 
man a few types of cancer and of potentially cancerous 
lesions are generally recognized as hereditary. The best 
examples available seem to come from the association 
of known hereditary growth abnormalities and cancer, 
almost as if these abnormalities of growth were step- 
ping stones of neoplastic disease.” 

HEREDITY 

The place of heredity in the etiology of tumors, 
especially of cancer, has been studied by many methods 
and discussed intensively and often acrimoniously. 
There seems to be no doubt that certain types of cancer 
as well as certain deformities are hereditary. Inherited 
factors present great difficulties when an attempt is 
made to study them in human beings because their 
matings are uncontrolled and family history is usually 
incomplete, because human immaturity lasts about 20 
years, because many persons never marry, and because 
controlled families usually are small. In laboratory 
animals matings can be controlled, families are large, 
the reproductive age begins a few months after birth, 
and many generations can be studied by one or a few 
investigators. Family history of animals can be record- 
ed in as great detail as is desirable. So-called cancer 
families are not rare. The Bonaparte family is a classic 
example. Emperor Napoleon, his father, one grandfa- 
ther, three sisters, and his only brother all died of can- 
cer of the stomach.’° 

Cancer-free families also are reported. A woman, 
one of our clinic cases, knew the cause of death and 
the life history of each member of her family, direct 
and collateral, for three generations. No recognizable 
deformity, no benign tumor, and no cancer had oc- 
curred at any time. However, she herself died of 
cancer of the breast and her twin sister died of cancer 
of the uterus. One man told me that he had a written 
record of his family, direct and collateral, for 300 
years, and that the cause of each death had been re- 
corded; no recognizable cancer or benign tumor had 
ever been found, and in no case was doubt expressed 
concerning the diagnosis. He died suddenly of cerebral 
hemorrhage soon after reaching the age of 50. 

Coincidence sometimes plays strange pranks. .\ 
man of unquestioned veracity told me that his mother, 
his first wife, their adopted daughter, his second wife, 
and their daughter-in-law all died of cancer of the 
breast, uterus, or stomach. He was almost 90 years of 
age when he died of pneumonia. 

Records in our files include very few accounts of 
family history. However, we have 1,037 case records 
from the Ottawa Sanatorium in which the history of 
the immediate family is recorded and also that of «ll 
known relatives suffering from certain diseases, 11- 
cluding cancer. These records include 39 patients whose 


‘father and mother both had cancer. In 159 cases the 


father and sometimes one or more siblings suffered 
from cancer; in 134 cases the mother and sometimes 
one or more siblings had cancer; and in 62 cases one or 
more siblings but no parent had cancer. Thirty patients 
reported that some more distant relative died of cancer. 
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In relatively few cases was a patient with a tumor 
found to have any direct or collateral cancer heredity. 
Among the males at Ottawa 49 had a history of benign 
tumors and 3 of malignant tumors. Among the fe- 
males, a history of 92 benign and 11 malignant tumors 
was recorded. In 15 other females, Shorr and Pa- 
panicolaou tests were positive. One man with a benign 
tumor reported that his mother died of cancer of the 
uterus. In 3 men with a history of cancer (cured), 
records of cancer-free families were reported. One 
woman with uterine fibroids reported that her father 
died of cancer of the thyroid. Of 119 persons with 
benign tumors, 2 gave a history of 1 parent with can- 
cer. Of 25 persons with a history of probable cancer 
(including the 15 women with positive Shorr and Pa- 
panicolaou tests), none had a family history of cancer. 

Heredity is mentioned in relatively few of our rec- 
ords from miscellaneous sources, including those of 
both tumor-free and tumor-bearing persons. Superfi- 
cial observation showed no greater incidence of tumors 
among those with than those without a family history 
of cancer. 

At this time the whole question of heredity, in 
cancers as well as in benign tumors and in deformities, 
is in a state of confusion. However, as stated above, 
there is no doubt that certain types of cancer are 
hereditary in the human race. This is true for certain 
animals and certain carcinogens under experimental 
conditions. It seems to be possible to breed cancer- 
probable animal families, using any one of a large 
group of carcinogens and of laboratory animals already 
somewhat susceptible to the selected method of produc- 
ing cancer. It is also possible to breed cancer-resistant 
families of animals. 


COINCIDENCE OF TUMORS AND OTHER DISEASES 


The paucity of tumors in persons with certain dis- 
eases has often been noted, and almost every disease 
which shortens life has, in some part of the world, been 
said to diminish the probability of cancer. For example, 
it is said that persons with tuberculosis are relatively 
free from cancer; no doubt this is partly true, since 
tuberculosis often is fatal in youth while most human 
carcinogenic agents seem to require several decades to 
become effective. However, tuberculosis of the tubes 
precedes tumors of the uterus quite often. 

The presence of nabothian cysts and cervical 
polyps has been said to preclude cancer, but surgical 
records show frequent association of cysts and cervical 
cancer and of polyps and cervical cancer; and some- 
times cysts, polyps, and cancer (especially epithelioma ) 
are all present in a single cervix. Except as it causes 
early death, there apparently is no known cancer-protec- 
tive disease. 

Benign tumors are popularly supposed to increase 
danger from cancer. This is true in some degree since 
nearly all benign tumors are potentially malignant and 
since the existence of a benign tumor indicates that 
there has been some disturbance of a growth-control- 
ling agency. This is true, also, of congenital anomalies. 
Primary malignant and primary benign tumors coexist 
occasionally. 

A few diseases are followed by cancer more fre- 
quently chan is indicated from the prevalence of cancer 
in the general population. Many of these are irritating. 
Occupational diseases may be associated with carcino- 
genic factors. Pernicious anemia is another example. 
Before the advent of the liver treatment of pernicious 
anemia, gastric cancer was not observed more frequent- 
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ly among patients with this disease than in the general 
population. Since liver therapy has prolonged life, 
however, gastric cancers and pelypoid growths have 
increased considerably in this disease. Rigler and Kap- 
lan™ reported 259 cases of pernicious anemia treated 
with liver preparations; of these, 18 patients (6.9 per 
cent) developed gastric cancer and 17 (6.6 per cent) 
developed benign polypoid tumors (themselves poten- 
tially malignant). 

Achlorhydria occurs frequently in cancer of other 
organs as well as in cancer of the stomach,’ but it 
should be remembered that the absence of hydrochloric 
acid in the gastric juice invariably occurs in pernicious 
anemia. Comfort'® reported achlorhydria or marked 
hypochlorhydria present for 2 to 25 years before the 
recognition of gastric cancer. 

We had such a case in our clinic. The patient, a 
38-year-old nullipara, came to us with a history of per- 
nicious anemia of unknown origin. She knew she had 
had several remissions, and several probable remissions 
were suggested by her history. She suffered from much 
sacral pain and paresthesia. No hydrochloric acid was 
found in the gastric juice even after test meals contain- 
ing appetizing steak (more efficient test methods were 
not then known). The liver treatment was just coming 
into vogue at the time, and the disease was kept under 
control thereafter. She violently rebelled against the 
liver diet, and many methods of administration were 
tried. Extracts of gastric mucosa also were used. She 
left the city and we lost track of her for several years, 
then we learned of her death from cancer of the stom- 
ach and its verification by autopsy. 

We have 1,456 records of chronic arthritis from 
the Ottawa Sanatorium in which the personal history 
is complete. Nearly all these patients were over the 
age of 40, but among these we found only 144 probable 
tumors, including benign tumors present at examina- 
tion, 15 cases with positive Shorr or Papanicolaou tests, 
and histories of previous operations for tumors whether 
malignant or benign. That is a tumor incidence of 
nearly 10 per cent in arthritics, but when all known con- 
ditions are considered, it seems that arthritics probably 
are neither more nor less subject to neoplasms than are 
other persons in the same age group. 

We collected all records in our files in which there 
was a history of a previous tumor operation. No dis- 
ease was any more or less predominant than the same 
disease not associated with tumors. Also, on the basis 
of all our records, we determined the incidence of tu- 
mors in all patients with (a) cardiovascular diseases, 
(b) hypertension of all types, (c) renal diseases, 
(d) chronic constipation, (e) severe dental abscesses, 
and (f) psychoneuroses. There were 200 or more in 
each group. The complete findings are too long for 
publication, but in no group here mentioned did the 
incidence of benign or malignant tumors differ sig- 
nificantly from that among all persons of the same age 
groups. The distribution of tumors and of types of 
tumor in the conditions named are well within the 
range of numbers expected by chance distribution. 


IRRITANTS AND TUMORS 


From a clinical point of view, prolonged or re- 
peated irritation seems to be an important cause of 
tumor growth. It is true that nearly all tumors which 
reach surgery show some evidence of previous or cur- 
rent repeated or prolonged irritation affecting the site 
of the tumor. However, it must be remembered that 
nearly all favored sites of tumors are subject tu many 
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and frequent irritating factors and that the tumor itself 
irritates surrounding tissues. Whereas in our records 
irritative factors are coincident with a great many 
tumors, the incidence of tumors among persons subject 
to such irritations is not recognizably higher than 
among the general population. The relative duration 
of a benign tumor and the associated irritating agent 
usually cannot be determined, but malignant tumors 
may be presumed to be of relatively short duration 
when first recognized. In certain developmental tumors, 
malignant qualities often develop in a part of a tumor 
previously latent. Possibly some irritation may cause 
such a tumor to flare into malignancy, but we have 
little evidence that this occurs. Although it is true that 
evidence of developmental origin and of some chronic 
irritation coexists in many such cases, we do not have 
enough pertinent records to be significant, nor does any 
available literature cover this relation. 

Certain irritants are also carcinogenic. Among 
these is a large and increasing number of coal tar 
derivatives and substances chemically related to them. 
These are of special importance because of the in- 
creasing use of coal tar products in foods, fabrics, 
medicines, and, indeed, in many of the materials con- 
cerned with modern living. Increasing fumes from 
burning or partially oxidized gasoline, additives, paper, 
flavorings, tobacco, fats, certain constituents of smog 
and smoke, and other volatile substances have been 
studied as to their carcinogenic properties. A recent 
report by Hammond and Horn" indicates carcinogenic 
effects in burning tobacco, especially in cigarettes. 

Epithelioma of the lip following continued smok- 
ing has long been recognized. Recovery from such 
cancers (after smoking has been discontinued) distin- 
guishes this cancer from most others, for so advanced a 
malignant process usually is irreversible. 

Irritating foods and drinks might be expected to 
cause cancers of the digestive tract, and they may. 
However, the use of improper and irritating substances 
in human food is extremely common while the inci- 
dence of cancer is relatively moderate. The incidence 
of cancer of the stomach (which first receives any 
carcinogens in food and retains them longest) is higher 
than cancer of other parts of the digestive tract, as is 
to be expected if food contains carcinogens. 

Cancers and benign tumors of the colon, sigmoid, 
and rectum are fairly prevalent. Diarrheic stools fre- 
quently are irritating. Constipation means a retention 
of wastes and thus prolonged exposure to any carcino- 
gen which might be present. Increasing dryness of the 
stools in constipation might diminish the effect of the 
prolonged exposure, however. These conditions are 
almost universally found at some time of life in the 
general population. Indeed, it is difficult to find persons 
known to be free from them for the many years which 
are commonly believed to be required for the develop- 
ment of tumors. For these reasons, a high incidence of 
tumors of the digestive tract would have little signifi- 
cance. As a matter of fact, the incidence of cancer of 
this tract is relatively low in published statistics, and it 
does not seem to be increasing. 

Cressman™ reviewed the subject of skin cancer. 
Trenery’® discussed irritating conditions antecedent to 
cancer of the tongue and lips, including infections, 
keratoses, leukoplakia, and many more common dis- 
orders, such as ill-fitting dentures and pyorrhea. Steven- 
son" reported the high incidence of lung cancer in 
syphilitics. 
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Infections, especially those associated with pyo- 
genic and hemolytic organisms, often antedate cancers 
and benign tumors. The incidence of these infections 
in cancer-bearing persons is very high, but their inci- 
dence in the general population is even higher. The 
effects of sunshine, of infrared and ultraviolet light, 
and of x-rays and cosmic and other rays upon the skin 
suggest the possibility that altitude might affect the in- 
cidence of cancer. Pigmentation of the skin seems to 
be a protection from the carcinogenic effects of sun- 
shine, as Negroes show a lower incidence of skin can- 
cer than do Caucasians. For example, the incidence of 
skin cancer in Birmingham, Alabama, in white persons 
is 127.8 per 100,000 while for Negroes it is only 6.5 
per 100,000."* 

From a scrutiny of our own records and of avail- 
able literature, it seems evident that irritating agents 
may or may not be carcinogenic, and that carcinogens 
may or may not be definitely irritating. Some degree of 
irritation is associated with the application of practical- 
ly all of the experimental carcinogens, and an inflam- 
matory reaction is frequent. 

All irritating substances are effective in some de- 
gree for all persons and all animals; results vary 
quantitatively but not qualitatively. Not any carcinogen 
is effective for all individuals of any group of persons 
or animals, nor for all races nor all genera of any race. 
In this respect, carcinogens resemble infectious agents 
since very few infections or parasites invade all indi- 
viduals of any group, and none invades all genera nor 
all species. 

MULTIPLE PRIMARY TUMORS 

Certain tumors such as uterine fibroids, neurofi- 
bromas, and other less common tumors are character- 
ized by multiplicity of growth. Metastases may seem to 
be distinct neoplasms. Extensions of the original 
growth may increase in size at some point and thus 
appear to be separate tumors. Uterine carcinoma in- 
vading the cervix assumes the characteristics of epi- 
thelioma. 

Occasionally a tumor, especially an epithelioma, 
seems to originate in a group of separate foci. This is 
considered one tumor due to a single carcinogenic fac- 
tor (possibly a single uniform group of factors). This 
multiplicity of foci of origin was mentioned by Willis." 

Apart from these cases, there are many instances 
in which a tumor of one type occurs in a person already 
host to a separate and distinct primary tumor of the 
same or a different type. Such diverse tumors may co- 
exist, or they may occur at quite different times of life. 
If it should be inferred that any local carcinogenic 
agent requires a receptive host or that, for any reason, 
certain persons or animals are either more susceptible 
or less resistant to tumors than others, we should ex- 
pect to find two or more separate tumors in the same 
person quite frequently, and the incidence of tumors 
should be greater in tumor hosts than in the general 
population of middle or old age. 


The frequency with which a tumor, apparently 
primary, occurs in patients who already have suffered 
from another tumor has aroused recent interest. Pre- 
vious reports are not abundant. In 1889 Billroth?® dis- 
cussed the occurrence of two or several cancerous 
growths in the same person. He required three factors 
to justify a diagnosis of multiple tumors: that each 
tumor present a different histologic structure, that they 
arise in different organs, and that each produce its own 
metastases. Since many malignant tumors do not metas- 
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tasize and since diverse tumors often arise in adjacent 
tissues, these criteria are almost exclusive. Warren and 
Gates?! require only that each tumor must present a 
definite picture of malignancy, each must be distinct, 
and the probability of one being a metastasis of the 
other must be excluded. They studied 1,078 autopsies 
on subjects known to have had malignant tumors, and 
they found that in 3.7 per cent they were multiple. This 
incidence is, they say, greater than that due to chance 
in the general population of suitable ages. 


22 


Warren and Ehrenreich”’ studied 2,829 cancer au- 
topsies, continuing the Warren and Gates studies. 
Identical criteria were used in both series. Multiple 
cancers were found in 194 autopsies, an incidence of 
6.8 per cent which is said to be much greater than could 
be expected by chance distribution. 

Mulligan** collected 46 cases of multiple tumors, 
including 58 malignant and 65 benign, in 46 dogs. 


Many cases of multiple tumors have been described 
in the literature. Kull** reviewed studies made of mul- 
tiple cancers and emphasized the importance of dif- 
ferential diagnosis between these and metastases. He 
described several cases of interest. Poore®® reported 
multiple primary cancers in a Negro boy who died at 
the age of 5 years. A cancer of the left adrenal cortex 
and the left adrenal gland had been removed when the 
child was about 3 years old. Within 2 months a very 
small melanocarcinoma appeared in the child’s left 
cheek, which was removed about 2 years later. The 
child died from metastases of the second cancer. 
Metastases from the adrenocortical carcinoma were not 
found at autopsy. 


There is much evidence in favor of the view that 
the difference between benign and malignant tumors is 
qualitative only and that almost any benign tumor is 
potentially malignant. The location of the tumor may 
determine its degree of malignancy; this is especially 
true of epitheliomas. In a teratomatous tumor certain 
cells may be malignant and may grow so rapidly that 
the teratomatous structures are almost or completely 
masked. We have found this condition true in several 
ovarian carcinomas in which teratoid elements were 
found only after prolonged search of many slides. Since 
the terms “benign” and “malignant” are very useful 
from a therapeutic standpoint, they are retained de- 
spite their biologic identity. 

In all tumors and in all deformities there is one 
common factor, previously mentioned, a lack of orderly 
control of growth. Whatever agent disturbs orderly 
development of tissue, the fact that growth: is disorder- 
ly in all tumors and all deformities is self-evident. 
Tumors present marked differences in degree and in 
time relations, and these may mask the single primitive 
and essential trait, that of disturbed growth control. 

For these reasons, a study of multiple tumors in- 
cluding all forms was planned. The criteria used by 
Warren and Gates** and Warren and Ehrenreich*®* 
were followed. In all cases not specifically noted other- 
wise, diagnoses were based on microscopic examination 
of tissue from biopsy, surgical, or postmortem speci- 
mens. In our records the diagnosis is that of the tumor 
first recognized. Later examination may have shown 
coexistent tumors, or the history may have indicated 
the removal or other treatment of an earlier tumor or 
tumors. 

Multiple primary tumors may occupy different or 
the same sites; they nearly always differ in structure. 
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Two tumors of the same type and occupying adjacent 
sites could be recognized as two primary tumors only 
with difficulty ; we have no such record. 

No doubt many small tumors are overlooked, since 
careful study is needed to detect small tumors, espe- 
cially if one tumor has been found which accounts for 
the symptoms and the history. Usually it is inferred 
that the benign or the more slowly growing malignant 
tumor appeared first. Since malignancy occasionally 
seems to originate in a part of a benign tumor, this in- 
ference may be unjustified. In preparing this report 
benign tumors, presumably longer present, were first 
selected, then cancers of relatively slow development, 
and, finally, rapidly growing cancers. 

Uterine Fibroids with Other Tumors.— 

We have records of 159 cases of uterine fibroids 
in which the history was fairly complete and in which 
other tumors would be expected to be mentioned if 
present. In 59 (31.4 per cent) of these records the 
presence of other tumors was noted. In 18 of these 
cases cancer of the uterine fundus or cervix, or both, 
was found. When epithelioma of the cervix was asso- 
ciated with carcinoma or adenocarcinoma of the fundus 
they were not classed as different tumors, since tumors 
due to metastasis or extension are known to take on 
characteristics of the new host tissue. 

In 11 cases uterine fibroids were present in pa- 
tients who also had ovarian cysts which did not appear 
to be of luteal origin (luteal cysts might be due to in- 
flammation alone). Since ovarian cysts may be develop- 
mental, the relative duration of cysts and fibroids can- 
not be determined. No third tumor was reported in 
this group. In 2 cases fibroids and cancer of the uterus 
were accompanied by nonluteal ovarian cysts. 

In 1 case where uterine fibroids were recognized 
but not removed, uterine cancer was found several 
months later. At hysterectomy a large mass found on 
the right ovary proved to be a pseudomucinous papil- 
lary carcinoma, probably of embryonic origin. 

In 3 patients known to have uterine fibroids cancer 
of the breast was found. In 1 case of breast cancer 
both rterine fibroids and uterine cancer were present, 
and at operation a tumor was found on the omentum. 
On examination this presented structures typical of 
teratoma. It is extremely rare to find such a tumor in 
this location. In 1 case a woman with many uterine 
fibroids also had a single very large neurofibroma on 
the skin over the left hip. A small-celled sarcoma of 
an Ovary was present in 2 patients with uterine fibroids. 
Both sarcomas seemed to be completely independent of 
the fibroids. 

In 2 other cases uterine fibroids were followed by 
cancer of the uterus and also of the breast. In 3 cases 
uterine fibroids were followed by uterine sarcomas. 
Anaplasia rather than multiplicity may have occurred 
in these. In 1 case uterine fibroids and adenocarcinoma 
of the uterine cavity were associated with epithelioma 
of the cervix and also with epithelioma of the rectum. 
Metastases and metaplasia may explain the apparently 
independent epitheliomas. 


OTHER MULTIPLE TUMORS 


Polyps of the uterine cavity or the cervix were 
present in 85 cases. In 8.2 per cent of these cases, 
other tumors were present. In 3 cases cancer of the 
uterus was present also. In 1 case masses of sarcoma 
surrounded the base of a single cervical polyp. In an- 
other, surgery was followed by apparent recovery, but 
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a few years later the patient died of leukemia. In 1 
case a cervical polyp was preceded by the removal, 
about 20 years earlier, of an unidentified tumor on the 
skin of the neck. 

There were 6 cases of ovarian dermoid cysts, in 1 
of which there was also epithelioma of the cervix, in 
another carcinoma of the endometrium, and in a third 
both epithelioma of the cervix and carcinoma of the 
fundus were present. In 1 case, previously mentioned, 
uterine fibroids were associated with ovarian dermoid. 
In only 2 cases was no other tumor reported. 

Twenty-five cases of ovarian tumors appeared to 
be of developmental origin. Cancer of the uterus was 
also present. In one case of developmental ovarian cyst, 
epithelioma of the cervix and abundant fatty tumors of 
the omentum also were present. In a patient with 
ovarian cyst, a mixed tumor of the neck and an adja- 
cent cancer of the skin of the neck were also present. 

There were 17 cases of benign tumors of the 
breast, including fibroma, lipoma, a single neurofibro- 
ma, adenoma, and several others reported merely as 
“benign” after a tissue examination. In one of these, a 
benign tumor of the breast was first noticed as the 
patient was being prepared for hysterectomy for uterine 
cancer. 

Nine other cases of rectal polyps, 7 of nasal 
polyps, 5 of moles, and 7 of lipoma of the skin or scalp 
were not associated with any other tumor. 

There were 1 to 3 each of benign tumors of the 
brain, spinal cord, vertebrae, eighth cranial nerve, stom- 
ach, cecum, metatarsal bone, and styloid process, 17 
miscellaneous cases in all. No other tumor was reported 
for any of these patients. 

In 9 cases of choriocarcinoma, no other tumor was 
mentioned. In 12 cases of gastric carcinoma, 1 patient, 
previously mentioned, was found to have cancer of the 
uterus. 

In 12 cases of cancer of the rectum, cancer of the 
uterus was also found (previously mentioned). The 
tumors seemed to be completely independent in these 
cases; they were a different type of growth, and they 
were separated by tissues which, after careful micro- 
scopic study of many sections, seemed to be normal. 
Neither had metastasized recognizably. 

Of 12 cases of leukemia, one was associated with 
cancer of the uterus and another with cancer of the 
breast; both were previously mentioned. 

No other tumor was reported in 5 cases of cancer 
of the mouth, 4 of Hodgkin’s disease, 4 of sarcoma of 
the skin, 2 of malignant brain tumor, and 1 each of 
sarcoma of the meninges and bone, myeloma, and ma- 
lignant mixed tumor of the parotid. 

Multiple Primary Tumors in Males.— 

We have relatively few histories of tumors in 
males, and these are not always complete, so that it is 
probable that accompanying small tumors might have 
been overlooked. In a few cases the history seemed to 
be fairly complete and the physical examination thor- 
ough. Nasal and rectal polyps, neurofibromas, myelo- 
mas, and certain benign tumors of the skin were usual- 
ly multiple ; these are included with single tumors. We 
have records of 1 to 3 each of benign brain tumor, 
papilloma of the gum, leiomyoma of the intestine, calci- 
fied benign tumor of the lung, papilloma of the sole, 
fibroma of the skin, osteoma, osteochondroma, and 
lipoma. In none of these cases was an accompanying 
tumor mentioned. Pilonidal cyst was reported in 3 
cases. Probably these are deformities rather than neo- 
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plasms, but from the standpoint of diagnosis and treat- 
ment, it is convenient to class them with tumors. In 
none of the records of males was a second primary 
tumor reported. 

There were 94 cases of malignant tumor in males. 
Epithelioma of the mouth or throat was found in 15 
cases; in none was another primary tumor reported. 
In 1 case epithelioma of the left eyelid had been re- 
moved; it did not recur but several months later an- 
other, apparently printary, epithelioma appeared in the 
larynx. Two cases of sarcoma of the skin were report- 
ed. One was found soon after birth; it was removed 
and did not recur during the 10 years the boy was under 
observation, nor was any other tumor reported. 

Cancer of the skin, either epithelioma or carci- 
noma, was reported in 21 males. In 1 of these a small 
round-celled sarcoma appeared at the site of removal 
of a skin cancer a few weeks after operation and sub- 
sequent x-ray treatment. 

Gastric cancer was reported in 16 men. In 1 case 
large masses of tissue, apparently cancer, were found in 
the abdomen during exploratory operation ; biopsy was 
not considered justifiable at that time. Diagnosis was 
verified at autopsy. No other primary tumor was re- 
ported in these cases, though we found several cases in 
the literature in which gastric cancer was one of mul- 
tiple primary malignant tumors. 

In 11 cases cancer of the rectum was present; 
whether epithelioma or carcinoma was not mentioned 
in several of these. In 1 case several papillomatous 
cancer masses occurred within a larger mass of ordi- 
nary benign rectal polyps. Ten cases of cancer of the 
prostate were reported; metastases occurred, but no 
other primary tumor was reported in this group. Four 
cases of cancer of the bladder were reported; x-ray 
films of 1 of these patients showed evidence of cancer, 
probably metastatic, of the lumbar vertebrae. We have 
3 records of cancer of the colon; in 1 of these cancer 
of the prostate was recognized a few weeks after the 
symptoms referable to the colon were noted. Metastasis 
rather than multiplicity was suspected in this case (not 
included in the 10 cases of cancer of the prostate al- 
ready mentioned ). 

We have records of 6 cases of leukemia, 10 cases 
of Hodgkin’s disease, 2 of hypernephroma, 2 of multi- 
ple myeloma, 2 of cancer of the breast, 1 each of ma- 
lignant brain tumor, myeloma of a rib, sarcoma at the 
site of an old fracture of the leg, adamantinoma, lym- 
phosarcoma of the thymus invading the lung, and epi- 
thelioma of the penis. These records were fairly com- 
plete, but in none was another primary tumor reported. 

In summary, in 41 men with a benign tumor, there 
was no report of another primary tumor. In 108 
malignant tumors in men, 6 cases were associated with 

another primary malignant tumor, an incidence of 5.6 
per cent. In no case were more than 2 tumors noted 
among men, although in the literature we found reports 
of the occurrence in males of several primary tumors. 


Significance —From our own brief experience. 
from the records of cases of benign and malignant 
tumors, and from published reports it seems probable 
that cancer occurs more often in persons or animals 
already hosts to another tumor or another cancer. To 
increase our knowledge, autopsies should include ver) 
careful search for tumors in all organs. To increase 
our efficiency in practice, tumors should be sought in 
all patients even though another diagnosis has been 
satisfactorily established. 
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COINCIDENCE OF TUMORS AND VERTEBRAL STRAINS 


The etiologic importance of vertebral strains in 
many diseases is recognized by all who have studied 
this relationship, either clinically or experimentally. No 
available osteopathic literature suggests that vertebral 
lesions have any such place in the cause of tumors, 
whether benign or malignant. Tumors differ consider- 
ably from other diseases in several respects. Nearly all 
diseases, such as those due to infection, injury, abnormal 
environment, or hygienic errors, present a picture of 
an organism resisting an attack, like a nation repelling 
invasion by some enemy. Cancers and other tumors 
and deformities seem to be a part of the body; the 
condition is like a nation dealing with rebellion by its 
own citizens. Diagnosis and therapy differ, much as a 
nation resists invasion and rebellion by different 


methods. 


Although no available clinical records suggest any 
relation between vertebral lesions and tumors, and 
though tumors have not been found more often in ani- 
mals with experimental lesions than in those with- 
out lesions, a scrutiny of the coincidence of different 
tumors with the spinal conditions reported in our files 
is of interest. We have several possibilities to consider. 


Growth in the entire body might be controlled by 
one or several related organs, themselves subject to dis- 
turbance by abnormal nervous or circulatory changes. 
If this is the case, persons with a lesion or lesion group 
affecting such an organ should have more tumors than 
persons not so affected. Conversely, many persons with 
any type of tumor should have such a lesion or lesion 
group. On the other hand, the growth of organs might 
be segmentally controlled, in which case a significant 
number of tumors should be expected to be associated 
with a vertebral lesion affecting the innervation, circu- 
lation, or function of the organ affected. Such criteria 
are commonly employed in the study of any etiologic 
relationship. 


Whatever influence spinal changes can exert upon 
viscera is known to depend upon anatomic facts, in- 
cluding the segmental distribution of the spinal nerves 
and the spinal nerve cell groups which coordinate re- 
flex actions. These structures have been described by 
many neuroanatomists ; Buchanan*® gives an excellent 
report. A study of these structures, of experimental 
findings, and of clinical evidence indicates the relations 
of spinal segments and viscera are affected by changes 
affecting each segment. A brief resume of these facts 
is of interest. Generally speaking, all tissues innervated 
from a spinal segment are affected in some degree by 
structural changes associated with that segment. Inner- 
vation by the vagus and other cranial nerves and by the 
lower lumbar and coccygeal nerves may disturb the 
strictly segmental spinal reflexes. For this reason, and 
also because of the eccentricities of human living, it is 
not possible to anticipate exactly the effects of any 
given positional change from normal. 


After a study of these anatomic relations, a study 
of many clinical records, and much experimental evi- 
dence, the viscera affected by nearly any lesion have 
become fairly well known. Even if the innervation of 
some hypothetical tissue controlling the growth of the 
body were not known, it may be granted that it would 
have some control of its circulation and its function, 
and probably would be affected by spinal strains as are 
other tissues. A high incidence of tumors in tissue seg- 
mentally affected by such lesions and a high incidence 
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of spinal lesions segmentally related to tissues contain- 
ing tumors would be expected. 


We have records of 1,019 patients with 1,063 pri- 
mary tumors in which the spinal condition is described 
for each patient. The type of tumor was determined by 
microscopic examination of tissues from biopsy, sur- 
gery, or autopsy. The spinal condition was determined 
by a member of the hospital staff or by the referring 
physician in most instances ; only in a few cases did the 
surgeon make a spinal examination. 


In this study the type of each tumor was compared 
with the spinal condition of the host. Hence the totals 
exceed the number of patients. 

Tumors were separated into groups according to 
the type of growth. Benign tumors included fibroma 
and leiomyoma, polyps, and miscellaneous benign tu- 
mors. Malignant tumors included carcinoma, epithelio- 
ma, sarcoma, Hodgkin’s disease, lymphatic leukemia, 
splenic leukemia, chorioepithelioma, and miscellaneous 
malignant tumors. In our records the spinal condition 
of each host is described in detail. For the sake of 
brevity and convenience, similar spines have been 
grouped in Table I. 

In preparing Table I the record cards of the males 
and females were separated and then divided into 
groups according to the structure of the tumors: fi- 
broma and leiomyoma, polyps, other benign tumors, 
teratoid and related tumors varying in malignancy, car- 
cinoma, epithelioma, sarcoma, hypernephroma, Hodg- 
kin’s disease, leukemia, and miscellaneous cancers in- 
cluding certain rare tumors and_ chorioepithelioma. 
Each of these groups was then divided according to the 
vertebral lesion present. Table I shows the number of 
each type of tumor associated with each lesion group, 
the total number of tumors of each class, and the total 
number of tumors in each lesion group. _ 

Spines showing only the reflex muscular contrac- 
tions expected foilowing visceral irritations were in- 
cluded with normal spines in this study. 

In order to determine whether any given vertebral 
lesion might affect growth control and hence the de- 
velopment of tumors in tissues segmentally related to 
lesion, the records of 1,016 patients with one or more 
tumors and whose spinal condition was reported were 
divided into male and female and then were further 
divided according to the site of the tumor. Divisions 
included were head, neck, and throat; thorax and 
breast ; abdomen ; pelvis ; and legs and feet ; splenic leu- 
kemia; other lymph and blood cancers; and miscella- 
neous, including carcinosis in which the primary site 
could not be determined and a few cases in which the 
site was not reported. Splenic leukemia is separated 
from those lymph and blood cancers which cannot be 
definitely located. These are included as a group so 
that any segmental relation with the lesions reported 
might appear. Patients with tumors of each site were 
divided according to the spinal condition reported. 

In order to simplify tabulation, the spinal findings 
were arranged in four classes : 

Class A. Normal bony spine. Reflex muscular con- 
tractions such as might be expected to follow visceral 
irritation might or might not be present. 

Class B. A lesion or lesion group, segmentally re- 
lated to the site of tumor, was present, and no other 
lesion was found. 

Class C. One or more lesions were found, none of 
which was segmentally related to the site of the tumor. 


ex 
= 
2 


Class D. A lesion or lesion group segmentally re- 
lated to the site of the tumor was found, and also many 
other lesions not recognizably related to the site of the 
tumor. In many cases the entire spine or almost all of 
it was involved. 


Table II shows the lesions associated with tumor 
sites with reference to segmental relations, the total 
number of tumors at each site, the total number of 
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tumors associated with each group of spinal nerve cen- 
ters, and the percentage of all tumors in each spinal 
class. 

Table | shows that the majority of all tumors oc- 
cur in persons with normal spines and that no signifi- 
cant relation appears between any type of tumor and 
the vertebral lesions reported. 


In Table IT it should be noted that Group A, pa- 


TABLE I—COINCIDENCE OF TUMORS AND SPINAL CHANGES 


Ist to 3rd to 
4th 6th 
Many Cervical Thoracic 
Type of Normal Spinal Verte- Verte- 
Tumor Spine Changes brae brae 


12th 4th and 5th 
6th to 9th to Thoracic Lumbar 
10th 11th to 3rd Verte- 
Thoracic Thoracic lLumbar brae and 
Verte- Verte- Verte- Pelvic 


brae brae brae Area Total 


Fibroma and 
Leiomyoma 

M 


Polyps, 
Chiefly 
Fibrous 
M 8 4 rs 
F 30 45 


Other Benign 
Tumors 

M 8 2 1 

F 


Teratoid, 


Dermoid, 
and 
Others 
M 10 2 
F 13 4 1 


Developmental 
Carcinoma 

M 30 16 1 

F 346 


Epithelioma 
M 3l 3 
F 70 


Sarcoma 
M 4 
F 


Hyperneph- 
roma 

M 2 

F y 


Hodgkin's 
Disease 

M 

F 


Ww bo 


Leukeinia 
M 


Miscellaneous 
Cancers 
M 3 1 
F 


Chorioepi- 
thelioma 


Total 


bdo 
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5 5 
58 67 8 2% 159 
14 
75 é 
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2 2 20 
2 4 12 3 481 
13 2 3 2 2 110 
12 1 26 
1 1 5 
F 1 6 1 8 
= 658 296 36 7 14 17 32 3 1,063 


Volume 55 
Number 3 
tients with normal spines, and Group C, patients with 
vertebral lesions not segmentally related to the site of 
the tumor, make up approximately 60 per cent of all 
tumor patients. Group B, patients with vertebral le- 
sions segmentally related to the sites of tumors, include 
only 5.6 per cent of tumor patients. Class D, patients 
with many vertebral lesions, including some segmental- 
ly related to the site of the tumor, makes up approxi- 
mately 30 per cent of all tumor cases. These figures 
indicate that no causal relation exists between vertebral 
lesions and tumors. 

Table II shows that no lesion or lesion group oc- 
curs more frequently with any type of tumor except 
in splenic leukemia. Of the small group with splenic 
leukemia (16 patients), 11 had lesions involving the 
ninth and tenth thoracic vertebrae and no other lesion. 
In 5 other cases this lesion was present, but many other 
lesions also were present. This group is too small to 
justify any conclusion, but the findings are uniform 
enough to justify further study of this disease. 

The high incidence of normal spines among per- 
sons with tumors is of interest. At first glance it would 
appear that the presence of lesions lowers the risk of 
cancer, and it is true that whatever shortens life di- 
minishes cancer prevalence. Persons who suffer from 
a tumor, especially a malignant tumor, usually do not 
concern themselves with other, perhaps chronic, dis- 
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orders. Too often a search for a tumor ceases when 
another diagnosis is established. As a general thing, 
persons with other diseases are younger than are tumor 
patients. Persons with other diseases may develop tu- 
mor later, and the records may not show that fact. A 
history of previous treatment for tumor may not ap- 
pear in a case record of another disease. 


TREATMENT 


Preventive measures must continue to be unsatis- 
factory so long as so little is known about causes. In 
our records the following principles were evinced: 

The few abnormal conditions which almost cer- 
tainly are hereditary can be prevented only by avoiding 
parenthood. During early pregnancy the exposure to 
German measles must be prevented. Some obstetricians 
advise therapeutic abortion if this disease occurs during 
the early weeks. Certainly it would be wise for the ex- 
pectant mother to avoid exposure to any infection, 
especially during the first few weeks of pregnancy. 

The prevention or removal of irritating or toxic 
factors, such as excessive scar tissue after an injury, 
ill-fitting dentures, habitual or occupational irritations, 
bad teeth, benign tumors, pyogenic foci, and a host of 
others, is justified whether or not the peril of cancer is 
considered. 

The dangers of overweight, of inadequate or un- 


TABLE II—VERTEBRAL LESIONS AND TUMOR SITES 


Class A 


Class B 


Class D 


Class C 


39 
13. 


Neck and Throat 
M 8 
F 


Thorax, Arms, 
and Breast 

M 7 

F 


Abdomen 
M 16 1 


F 
Pelvis 
M 27 2 
F 


Legs and Feet 
M 
F 


Splenic Leukemia 


F 


Lymph and Blood 
M 4 
F 


Miscellaneous 


F 
Total Males 
Total Females 
Total (M and F) 
Per Cent 


= 
7 
Head 
M a 1 1 7 48 : 
F 2 4 16 35 : 
1 10 
2 9 
+ 11 35 159 
16 49 
32 204 584 
4 
5 
Z 8 
1 
4 1 3 8 BY, 
104 10 8 27 149 
486 47 54 283 870 ee 
590 57 62 310 1,019 te 
57.9 5.6 6.1 30.4 100 ee: 
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balanced diet, of achlorhydria, of the inhalation of 
smoke and fumes from gasoline, diesel oil, and lubri- 
cants, and the use of coal tar drugs are all well known but 
receive little attention by the general population. These 
dangers may be easily avoided or may seem to be ines- 
capable; in any case they warrant abolition without 
considering whether they cause cancer. 

Benign tumors and deformities usually are treated 
surgically. Irritation and recent increase in size 
usually lead the patient to have a benign tumor 
extirpated. Deformities as well as benign tumors may 
have been operated on for cosmetic purposes. Very 
rarely have recurrences been noted after removal of a 
benign tumor; still more rarely has a malignant tumor 
followed. 

In a few of our cases patients with pelvic fibroids 
or polyps have refused surgical treatment and have 
shown structural changes which disturbed the circulation 
and drainage of the affected tissues. Retroversion of 
the uterus, short leg, and abnormal relations of lumbar 
and pelvic bones have been found and treated in these 
patients. In each case the tumor has diminished in pal- 
pable size, but in no case has it disappeared. Symptoms 
have been relieved, sometimes almost completely. 

Whatever the cause, the tumor or persistent ulcer 
which possibly is malignant requires immediate atten- 
tion. Complete surgical removal usually is the treat- 
ment of choice. Advanced cases require individual 
study. Radiation therapies now are many and are var- 
iously combined with one another and with surgery. In 
all our records in which the reasons are given for the 
treatment advised, the condition of the patient with a 
tumor rather than the tumor itself determined the exact 
therapy or combination of methods of treatment. 

In later stages of cancer, pain may require anal- 


gesic or sedative drugs. At first the relief of reflex 
spinal muscular contraction has relieved the pain and 
discomfort and postponed the use of such drugs. Slight 
and prolonged steady pressure over the affected spinal 
muscles, sometimes with hot or cold packs, dry heat or 
dry cold, has been found useful for a limited time. The 
tumor itself is not affected by such measures. 
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When analgesics are required, adequate dosage is 
advised. It is held that comfort may enable him to 
live longer despite the toxic effects of drugs necessary 
in late cases. 

In these late cases we have a few reports of pa- 
tients who took up some new philosophy or religion. In 
one such case, hysterectomy followed biopsy, and radia- 
tion therapy then was used for suspected metastases. 
The patient took up a new religion, said she was healed, 
ceased treatment, took up her old responsibilities in 
home and community, and, to all appearances, was 
happy and comfortable for about 3 months. She then 
passed from sleep into coma and death. Autopsy showed 
abundant metastases in the pelvis, abdomen, and lungs. 
We have several such histories, but only one which in- 
cluded biopsy, examination of surgical specimens, and 
an autopsy report. 

SUMMARY AND CONCLUSIONS* 

Records of 1,022 patients with tumors have becn 
classified according to age, type of tumor, history, nu- 
trition, heredity, and association with other disorders. 
These records have been compared with records from 
other sources and with experiments reported in avail- 
able literature. 

Several conditions seem to cause specific types of 
cancer ; other types remain unexplained. No agent has 
been shown to cause the disturbance of growth control 
which is present in all tumors and deformities. While 
this disturbance seems to be related to changes in the 
chromosomes, the investigation of such a relationship 
is still in its infancy. Our lack of knowledge of the 
basic factors of growth control is abysmal. It is time 
a serious study of the origin, control, and functions of 
chromosomes should begin. It is possible that when we 
gain this knowledge, we can determine what disturbs 
their integrity, and when we know what controls them, 
we can learn the causes of deformities and of cancer. 


1721 Griffin Ave. 

*This section applies to both Parts I and II of Coincidence of 
Tumors and Certain Etiologic Factors. Part I was published in the 
October, 1955, JourNaAL. 
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The Treatment of Erythema Nodosum 
with Cortisone 


D. LEONARD VIGDERMAN, D.O. 


For some years, erythema nodosum has been con- 
sidered a syndrome of hypersensitivity, a manifestation 
of a stress reaction. It has been observed to develop in 
association with a primary constitutional disease, not- 
ably with rheumatoid arthritis, rheumatic fever, strepto- 
coceal infections, tuberculosis, influenza, ulcerative co- 
litis, and severe drug reactions.’* Other infectious and 
chemical agents have been noted to bear an etiologic 
relationship to erythema nodosum in certain patients 
apparently peculiarly disposed. 

The severity and duration of the disease are varia- 
ble. It is usually a painful prostrating disease lasting 
on the average for 2 to 6 weeks, but it may smolder for 
many months with only slight variations in intensity 
and disabling effects. 

The following report is of a case of erythema 
nodosum on which I was called in consultation, in 
which the persistence and variability of the symptoma- 
tology, together with the complete failure of all therapy, 
led to the use of cortisone, with a subsequently success- 
ful outcome. 

REPORT OF CASE 

A 53-year-old white housewife was first seen at 

home on May 25, 1954, complaining of persistent fever 
with a temperature as high as 103 F., weakness, shaking 
chills, sweating, cough, chest pain, abdominal distress, 
multiple joint pains, and severe pains in both lower 
legs. 
’ Her illness had begun on May 19, 1954, with a 
temperature of 101.5 F. and symptoms of a viral or 
“flu-like” infection. Treatment had consisted of bed 
rest, forcing of fluids, salicylate analgesics, penicillin, 
aureomycin, Terramycin, and an antihistamine. In spite 
of these measures, except for transient relief, symp- 
toms and signs persisted, varying at different times 
from fever, malaise, and cough to chest pain, arthral- 
gia, palpitations, chills, and abdominal cramps. There 
was no history of rheumatic fever, tuberculosis, arthri- 
tis, or exposure to drugs. Results of a recent chest 
x-ray had been negative. ‘ 

Physical Examination.—The patient’s temperature 
was 100.8 F. orally; pulse, 120 beats per minute and 
irregular ; blood pressure, 124/70. The patient was well 
nourished, alert, and cooperative. Her skin was warm 
and moist. The oropharynx was reddened. A few 
small cervical lymph nodes were palpable. Examination 
of the chest revealed roughened breath sounds over the 
left upper lobe, with a few subcrepitant rales at the 
end of inspiration. The cardiac apical impulse was 
palpable within the midclavicular line; a soft, blowing, 
systolic murmur was audible at the apex. Fairly fre- 
quent premature contractions were audible. Palpation 
of the abdomen disclosed scattered areas of tenderness 
and some guarding, but there was no rigidity, palpable 
organs, or masses. On the extremities, there was 
tenderness of several joints, including the knees, but 
true redness or swelling was not evident. On the an- 
teromedial aspect of the right lower extremity, just be- 
low the knee, was a flat, circular, reddened area the size 
of a 25-cent piece, which was very tender to the touch. 
The diagnosis of erythema nodosum was made, and an 
investigative procedure was outlined. 


New York 


The following day, May 26, the patient complained 
of increased pain in the chest and legs. The tempera- 
ture was 101 F., and the pulse 120 and irregular. The 
physical signs in the chest had changed, rales now being 
audible in the left base only. Hospitalization was rec- 
ommended. 

In the hospital, the results of the laboratory tests 
were as follows: 

Laboratory Tests, X-Rays, and Electrocardio- 
gram.— 

Blood Findings: May 26: hemoglobin 81 per 
cent; erythrocytes 4,100,000; leukocytes 9,200: poly- 
morphonuclear cells 58 per cent, lymphocytes 40 per 
cent, monocytes 2 per cent. May 29: hemoglobin 76 per 
cent; erythrocytes 3,810,000; leukocytes 17,000: poly- 
morphonuclear cells 86 per cent, lymphocytes 12 per 
cent, monocytes 2 per cent. 

Urinalysis: May 26: hydrogen ion concentration, 
6; specific gravity, 1.024; leukocytes, 8 to 10 per high 
power field; erythrocytes, 10 to 12 per high power 
field ; albumin, 3 plus ; sugar, negative. May 29: hydro- 
gen ion concentration, 5; specific gravity, 1.022; leuko- 
cytes, 12 to 14 per high power field; erythrocytes, 6 to 
8 per high power field; albumin, 1 plus; casts, few 
granular per high power field; urobilinogen, normal 
trace. 

Erythrocyte sedimentation rate: May 27: 103 mm. 
in 1 hour. May 31: 42 mm. in 1 hour. 

Blood cultures on May 26 and May 27 were nega- 
tive. 

Chest x-ray : May 26: somewhat increased broncho- 
vascular markings in upper left hilar area, but findings 
essentially negative. May 28: negative. 

Electrocardiogram: May 27: sinus tachycardia; 
rate 120 per minute, with occasional auricular and 
ventricular premature contractions. Otherwise within 
normal limits. 

Course in Hos pital.— 

Initial treatment included bed rest, laxatives, regu- 
lar diet, Achromycin, 500 mg. every 4 hours, and as- 
pirin, 15 grains every 4 hours. The temperature con- 
tinued to spike, with the patient complaining of profuse 
sweating and pains in the legs. On May 28, the patient 
complained of soreness and burning of the mouth; 
Achromycin was therefore discontinued, Erythrocin 
with sulfa was substituted, and Benadryl was adminis- 
tered. By this date, also, the chest had become clear 
and the cardiac extrasystoles were somewhat less fre- 
quent, but abdominal and joint tenderness persisted. 
The lesion on the right lower extremity had progressed 
to where it was larger, darker red, elevated, firm, and 
extremely tender. 

Early the next day, May 29, four to eight addi- 
tional erythematous, elevated, firm, tender nodules, typi- 
cal of erythema nodosum, had appeared in the area of 
the shins of both legs. All therapy was discontinued 
and treatment with cortisone was begun. The initial 
cortisone dosage was 25 mg. three times daily for 2 
days, followed by 25 mg. twice a day for the next 2 
days, then 12.5 mg. twice a day for 1 day. 

By the end of the first day of cortisone therapy, 
the temperature began to decline, the highest reading 
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being 99.6 F. The drop continued, with the temperature 
remaining completely normal over the last 2 hospital 
days, June 3 and June 4. At the end of the second day 
of the cortisone regimen the patient reported almost 
complete absence of all pain. Most of the erythematous 
lesions of the lower extremities had begun to fade and 
flatten, while some had disappeared. By the last 2 hos- 
pital days all the lesions were virtually gone. The pa- 
tient was discharged on June 4, apparently much im- 
proved, with all medication discontinued. The total 
dose of cortisone in the hospital was 275 mg. 

Later Course-—At home, on the evening of June 
5, the patient reported a return of several painful ery- 
thematous nodules on both shin regions, together with 
malaise and a temperature of 100.4 F. orally. Treat- 
ment with oral cortisone was immediately reinstituted 
on the same dosage regimen used while the patient was 
hospitalized. However, after the dose of 12.5 mg. twice 
daily had been reached, this last dose was repeated the 
next day, then the patient continued to take 12.5 mg. a 
day for the next 6 days. The total dosage of cortisone 
taken by the patient at home was 375 mg. in 10 days. 

The response to cortisone was again immediate. By 
the end of the second day, the lesions had virtually dis- 
appeared and the temperature was normal. The patient 
remained essentially well throughout the remainder of 
the course of treatment and has been well since that 
time. Follow-up blood counts, urinalyses, chest x-rays, 
and temperature records were all within normal limits. 


REVIEW OF LITERATURE AND DISCUSSION 


At this writing (September 1, 1955), only six 
cases have been found in medical literature in which 
corticosteroid therapy was attempted in erythema nodo- 
sum; it is also the sixth case in which this therapy has 
been successful. In the only case recorded as a thera- 
peutic failure, Pike and Elder® describe the persistence 
of symptoms over a period of 98 days, during which 
a total of 3,325 mg. of cortisone was given. They con- 
clude’ that their results in this refractory case are fur- 
ther evidence that cortisone is merely a “suppressive 
agent” in hypersensitivity states, its action allowing the 
body’s natural forces to eradicate the primary disease. 

The successful cases reported by Ureles and Kal- 
mansohn® and by Albright and Kuffel’ required total 
doses of cortisone almost identical to that used in the 
unsuccessful case cited above, although the doses were 
given over much shorter periods. Both the former and 
latter authors feel that cortisone had a definitely limit- 
ing effect on the disease and that the immediate re- 
sponse to cortisone both initially and after a relapse 
ruled out the possibility that the process underwent a 
spontaneous remission. Farber and Mandelbaum* re- 
ported an interesting case of this disease which had 
continued unabated for 3 months, then responded per- 
manently to cortisone in 48 hours. The case treated by 
Schneierson® required only 275 mg. of cortisone over a 
period of 1 week to achieve lasting response, cortisone 
being the sole therapy. 

The case reported herein offers some interesting 
facets for discussion and speculation. To begin with, 
while this case displayed most of the classical features 
of erythema nodosum, there were several findings 
which suggested the presence of multiple system in- 
volvement. These suggestive features, somewhat atypi- 
cal in erythema nodosum, include the spiking type of 
fever with chills, the extreme elevation of the erythro- 
cyte sedimentation rate, the transient and changing pul- 
monary signs, the temporary tachycardia with pulse 
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rate as high as 120 per minute and an attendant cardiac 
arrhythmia, the abnormal urinary findings pointing to 
renal vascular involvement, the palpatory tenderness 
over the abdomen, and the multiple joint tenderness. 

Widespread multiple organic involvement of this 
nature is very strongly reminiscent of the group of dis- 
eases of stress reaction known as the collagen diseases, 
particularly periarteritis nodosa. Indeed, cutaneous ery- 
thema nodosum itself is often a prominent feature of 
the latter disease. Etiologically, many cases of the col- 
lagen diseases are also said to be manifestations of total 
body hypersensitivity associated with reactions to the 
presence of bacteria, viruses, drugs, and foreign protein 
fractions. It is of great interest to note here that most 
of the disease entities which are associated with erythe- 
ma nodosum (rheumatic fever, et cetera) are them- 
selves acknowledged to be diseases of hypersensitivity 
and to be somewhat related to the diseases of the col- 
lagen group. 

Of course, it must be pointed out that several im- 
portant features usually seen in periarteritis nodosa, 
such as hypertension and eosinophilia, were entirely 
absent in this case. Comparison must also be limited 
for another reason, namely, that even though apparent 
cure or prolonged remission is occasionally seen in 
cases of periarteritis nodosa, it is inconceivable that the 
limited steroid therapy used in our case could result in 
such an immediate and complete remission without 
further manifestation or complication of some type up 
to this time. 

However, a case of this nature invites further 
speculation as to the possibility that erythema nodosum 
might be a true collagen disease with more widespread 
effects than previously supposed, though admittedly 
self-limiting. Further, the converse idea might occur 
that many cases diagnosed as the syndrome of erythema 
nodosum might conceivably have been mild cases of a 
collagen disease such as periarteritis nodosa. The neces- 
sary implication would then be that a substantial num- 
ber of cases of the collagen diseases, usually considered 
to be inevitably fatal, are really self-limiting or revers- 
ible, or are, at least, able to be favorably influenced at 
some stage in their course by steroid therapy, to the 
degree that a much more expectant attitude might be 
adopted by those who manage them. 

Another interesting phase of this case is that a 
total dosage of 600 mg. of cortisone was needed for 
bringing about permanent remission. This dose is well 
within the lower range of dosage requirements as re- 
ported in the literature, an interesting point in view of 
the fact that our case presented more widespread or- 
ganic implication than did any of the others reported. 
There appears to be no correlation between the total 
dose of steroids required and the eventual response of 
the patient. The unknown factor in this relationship 
would appear to be the degree to which the pituitary 
and adrenal glands of each individual are inherently 
able to respond to stress stimulation. Again, such lack 
of uniformity of reaction, brought out by at least one 
other author, tends to underline the possibility that ery- 
thema nodosum might have wider significance than has 
been heretofore considered. 

The presence of erythema nodosum is said to be a 
cue to search for a primary disease. Rheumatic fever 
was suggested in this patient by the persistent, fluctuat- 
ing temperature elevation, the high erythrocyte sedi- 

mentation rate, the joint pains, and the continuing 
tachycardia. The cardiac arrhythmia present at the 
height of the illness was not especially typical of rheu- 
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matic fever, but it did strongly suggest the presence of 
irritable foci, probably inflammatory in nature, scat- 
tered throughout the myocardium. The diagnosis of 
rheumatic fever could not be established in the absence 
of migratory joint involvement with swelling and pain, 
the lack of the typical electrocardiographic features 
(prolonged P-R interval, et cetera), and the absence of 
cardiac changes. Diseases of specific infectious origin, 
including tuberculosis, were satisfactorily ruled out by 
repeated studies of the blood and urine, chest x-rays, 
and temperature records, both during the height of the 
illness and during the follow-up period of approximate- 
ly 5 months. Specific skin testing was not done. 

It is of great interest to note that in none of the 
cases discussed in this report was there established a 
definite diagnosis of a primary or predisposing disease 
state. In our case, as in most of the others, it was pre- 
sumed that a viral, “flu-like” upper respiratory infec- 
tion was the cause of the erythema nodosum. No proof 
to support this conclusion has been sought, and any 
supportive presumptive evidence is meager. 

Farber and Mandelbaum® state that when a pri- 
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mary disease cannot be found, “it is necessary to eradi- 
cate the lesions . . 
more widespread vascular disease.” A sound basis for 
this conclusion may be found in the results of experi- 
mental work with cortisone in anaphylaxis reported 


. as a means of possibly averting a 


from Johns Hopkins Hospital.’° This trend of think- 


ing would seem to coincide closely with the ideas ex- 
pressed in this paper regarding the possible relationship 
of erythema nodosum with the collagen diseases and the 
exerting upon tissues of an influence more profound 
and far reaching than conceived of previously. 


In any event, the prompt relief experienced by the 
patient when cortisone was administered, especially 
after the conspicuous failure of all other therapy, war- 
ranted the use of the steroid hormones. Any conclu- 
sions as to whether or not the hormone actually pro- 
duced a true cure or helped gain further insight into 
the nature and relationships of erythema nodosum will 
have to await wider use of the drug in this syndrome 
with more detailed objective studies. 
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Embolic Catastrophes Involving the Venous System* 


ROGER B. ANDERSON, D.O. 


Venous embolic phenomena make up a very se- 
rious problem that affects the practice of all physicians 
and surgeons. Their treatment is in a state of flux, 
with clinical groups throughout the world advocating 
certain methods and discouraging others. This, of 
course, causes confusion as to which treatment is most 
suitable. This paper will list and briefly describe the 
different types of emboli and discuss the etiology, types, 
symptoms, diagnosis, and treatment of venous throm- 
boembolism. 

According to data from a survey recently made in 
the California Hospital at Los Angeles, over a 15-year 
period from 1935 to 1950, the expected occurrence of 
fatal embolism in total hospital admissions is 1 in every 
697.4? The expected number of postoperative cases of 
fatal embolism is roughly 1 in 1,000 patients. One third 
of the patients in this series were less than 40 years of 
age, and 1 fatal pulmonary embolism occurred in a 
year-old infant. 

TYPES OF EMBOLISM 

There are a number of different types of embolus. 
The most common of these and of greatest importance 
to this paper is the thrombus. However, before em- 
barking on the discussion of thromboembolism, the 
other types will be listed here and discussed briefly. 

1. Air embolism is an uncommon complication of 


*Presented at the Fifty-Ninth Annual Convention of the American 
Osteopathic Association, Los Angeles, July 21, 1955. 


Manning, Iowa 


surgery and injuries. When it occurs, air enters the 
venous system and travels to the right heart. This type 
of embolism, if large, is likely to be fatal, death being 
caused by right heart failure. Right heart failure re- 
sults when the right heart fills with air, and blood 
ceases to enter the pulmonary and aortic circulation. 

This type of embolism has occurred in a number 
of procedures such as operations on the intracranial 
venous sinuses, irrigation of the maxillary antra, thy- 
roidectomy, eustachian tube insufflation, filling of the 
urinary bladder with air, aerourethroscopy in the pres- 
ence of hemorrhage, intrauterine manipulations, crimi- 
nal abortions, vaginal insufflations, manual separation 
of the placenta, cesarean section, and during normal 
delivery at term. It is also known to occur in artificial 
pneumothorax and in surgical injuries of the veins, 
particularly those of the neck.* 

To aid in preventing such a catastrophe when the 
possibility is suspected, that portion of the body in- 
volved in surgery should be lowered to decrease the 
venous return, thus reducing the suction effect of flow- 
ing blood. 

After air embolism has occurred it may be ad- 
visable to aspirate air from the right heart. It may also 
improve the patency of the pulmonary artery to turn 
the patient on his left side.* 

2. Fat embolism occurs when fat cells are sucked 
into ruptured veins. It is produced by physical trauma 
when three conditions occur: (1) injury to adipose 
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tissue, liberating liquid fat in the injured area, (2) rup- 
ture and patency of veins, and (3) increase in local 
tissue pressure. Most often this occurs without serious 
effect and without recognition. Farris’ reported that, in 
a series of 14,713 postmortem examinations over a pe- 
riod of 12 years ending in 1931, a diagnosis of pul- 
monary fat embolism was made in only 18 cases. How- 
ever, critical investigation of patients who die after 
trauma may show evidence of fat embolism in 30 per 
cent of the cases. 

Injury to adipose tissue, fractures, or the com- 
bination of both is the usual cause of fat embolism, 
but occasionally it will result from chemical changes in 
the blood lipid. 

The following are aids to the diagnosis of fat em- 
bolism : 

a. A rapid drop in the red blood count without 
obvious cause 

b. Dark field examination of blood for the pres- 
ence of fat globules 

c. A “sizzle” test of the urine with the flamed in- 
oculation loop positive in dilutions of 1:1,400 (The 
urine specimen should consist of the last urine to leave 
the bladder because of its low specific gravity.) 

d. Examination of the sputum and urine for fat 
droplets 

e. Bronchopneumonia, convulsions, cyanosis, and 
dyspnea following any type of injury should arouse 
suspicion of the presence of fat embolism. 

The process of bone marrow embolism is the same 
as that of the fat embolism." 

3. Cotton fibers have been reported to cause pul- 
monary embolism. This occurs following the use of 
cotton or gauze for either the preparation or adminis- 
tration of intravenous fluid.*° 

4. Embolism of tumor cells is an important means 
by which malignant cells metastasize to other organs of 
the body. 

5. Embolism of nitrogen bubbles (caisson disease) 
occurs in individuals after working in compressed air. 
It is caused by a too rapid return from high to normal 
atmospheric pressure. 

6. Paradoxical embolism is an embolism that origi- 
nates in the venous circulation and terminates in the 
arterial system. This usually occurs because of a patent 
foramen ovale or a ventricular septal defect. 

7. Septic embolism results from infected vein 
walls, the infection thus being carried to other organs 
of the body. A good example is pylephlebitis, a condi- 
tion usually secondary to intestinal disease and general- 
ly suppurative in character. 

8. Amniotic fluid embolism is the ingression of 
particles present in the amniotic fluid into the venous 
system of the uterus. This occurs because of rupture 
of the inner uterine wall or rupture of membranes near 
the placental margin which allows absorption into the 
uterine venous sinuses. The onset of severe or fatal 
shock from such an embolism is abrupt and occurs 
during or soon after the termination of labor.*? 

9. Foreign body embolism occurs when foreign 
material, such as a bullet or needle, gains entrance into 
the circulation. 

THROMBOEMBOLISM 


Thromboembolism, a result of pathologic venous 
blood clotting, is clinically classified into two types: 

1. Thrombophlebitis—.inflammation of vein wall 
precedes formation of thrombus 

2. Phlebothrombosis—presence of a thrombus in 
a vein, unassociated with inflammation of vein wall.. 
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Baker* has stated that 90 to 97 per cent of pul- 
monary embolisms originate in the veins of the calf. 
The remainder arise in the pelvic and abdominal veins 
or in the right heart. 

Etiology.— 

Whether the abnormal clotting of blood falls into 
the inflammatory or noninflammatory ciinical classifica- 
tion, the etiologic factors are similar. The following 
outline lists the initiating factors: 

1. Chemical changes of blood favoring abnormal 
clotting. These may occur in polycythemia, anemia, 
hyperproteinemia, increase in platelets, hemorrhage, 
hyperglobulinemia, posteperative changes that include 
dehydration, starvation, and electrolyte imbalance, de- 
generative diseases, and obesity. They occur more com- 
monly in individuals over 40 years of age. 

2. Slowing of blood flow resulting in stasis and the 
sludging of blood. This may occur following the im- 
mobilization of bed rest, trauma or pressure to blood 
vessels, the use of depressing drugs, nicotine and anes- 
thetic agents, in heart disease, and in varicose veins. 

3. Trauma or infection affecting the endothelial 
lining of the blood vessel. These may occur in surgical 
or obstetric operations, injury, and secondary to infec- 
tive processes. 

4. Heredity. Certain families show increased tend- 
encies toward abnormal clotting of blood. 

In many instances a combination of the above fac- 
tors will initiate thromboembolic problems. 

Thrombo phlebitis.— 

Thrombophlebitis is usually associated with infec- 
tion and trauma and presents a very stormy and painful 
symptom complex. Fatalities are not common during 
the acute stage because the thrombus is well adhered 
to the vein wall, greatly reducing the possibility of em- 
bolism. There is, however, serious damaging effect to 
the venous and lymphatic return that causes varying 
degrees of permanent crippling. 

The symptoms present themselves as the cardinal 
signs of inflammation (redness, heat, swelling, tender- 
ness, and pain) that follows the course of the affected 
vein. The temperature, pulse, and respirations, and the 
white blood count and sedimentation rate are increased. 

The condition will vary in degree of intensity and 
involvement, but if the symptoms are borne in mind, 
the diagnosis will not be difficult. 

The treatment should be approached in two phases : 
(1) the acute phase and (2) the rehabilitation. The 
acute phase is the period in which the patient experi- 
ences the effects of the inflammatory process. The re- 
habilitation phase is the period in which the affected 
part is attempting to repair the damages. The degree of 
morbidity of this phase depends directly upon the se- 
verity and involvement in the acute phase. lor exam- 
ple, if the acute phase was severe and the involvement 
of a lower extremity extensive, the affected limb wil! 
continue to be edematous for many months and some- 
times indefinitely. Incompetency of the affected veins 
results, and a stasis problem will develop that usually 
causes ulceration within a year. The most common 
site for the ulcer is superior to the internal malleolus. 

Treatment of the acute phase consists of palliative 
measures. Ligation and resection of the affected vein 
or veins is contraindicated because it may cause the 
inflammation to extend further. Clotting would occu: 
above the ligation, and embolism would, therefore, be 
encouraged. An exception is when suppuration occurs 
with repeated embolism; then ligation or resection 
would be indicated in spite of inflammation. 
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Palliative measures consist of: (1) best rest, (2) 
elevation of the affected leg above the level of the heart, 
(3) moderate movement of the affected extremity in 
bed, increasing this activity as the inflammation sub- 
sides and the patient’s tolerance increases, (4) warm 
moist packs (attendants must be cautioned against 
burning the patient with packs that are too hot), (5) 
reflex heat, (6) sedatives and narcotics, (7) anticoagu- 
lant therapy (discussed under treatment of phlebo- 
thrombosis), (8) intramuscular trypsin, (9) interrup- 
tion of the sympathetics, and (10) administration of 
antibiotic therapy as indicated. 

Intramuscular trypsin (Parenzyme), being a rela- 
tively new medication, merits a brief description. Be- 
cause of its proteolytic effects it will aid in speeding 
the recovery of the patient. I have observed its use in 
the Baker Vascular Clinic at Los Angeles. They pre- 
scribe it in conjunction with their usual regimen of 
treatment, and find that the febrile state of the patient 
is decreased. 

Contraindications to its use are abnormalities of 
blood clotting, impaired liver or kidney function, acute 
pancreatitis, hemorrhagic states, and sensitivity to 
sesame oil (the oil in which the trypsin is suspended). 
Should pain and induration develop at the site of injec- 
tion, its use should be discontinued. The recommended 
dose is 2.5 to 5 mg. injected intramuscularly every 6 to 
8 hours for 3 to 8 days. 

Interruption of the sympathetics is accomplished 
by injecting 2 per cent procaine (2 to 5 cc.) about the 
first, second, and fourth lumbar ganglia. When the 
synapse is broken it often does not re-establish itself. 
One to six blocks may be necessary to obtain the 
desired effect. This procedure, however, will not be 
necessary if elevation, movement, heat, bed rest, and 
anticoagulants allow sufficient return of circulation. 
Anticoagulant therapy will not contraindicate the use of 
the sympathetic block.® 

The rehabilitation phase of treatment will not be 
discussed as it does not pertain to the subject of this 
paper. 

Phlebothrombosis.— 

Phlebothrombosis has an insidious onset which is 
frequently overlooked by physician and patient. It is a 
treacherous condition because the nonadhered clot may 
become a fatal embolism with little or no warning. The 
termination of these emboli, almost without exception, 
is in the pulmonary arteries (pulmonary embolism). 
Many times inflammatory changes occur at the site of 
the thrombus and progress to the state of thrombophle- 
bitis. 
The symptoms and signs are in many cases so ob- 
scure that recognition before a thromboembolic catas- 
trophe occurs is sometimes impossible. Occasionally 
the only warning will be the fear of impending disaster 
by the patient. Because of the extreme seriousness and 
the difficulties in recognition, it behooves every physi- 
cian to familiarize himself with the contributing factors, 
signs and symptoms, and treatment, and to practice 
daily observation of his patients for early recognition. 
Only with this regimen can the maximum degree of 
protection be given to the patient. 

The symptoms of pain and tenderness, swelling, 
and discoloration of the involved limb all vary greatly 
in intensity, and they may be absent. . Usually the first 
symptom is tenderness or aching that is felt in the calf. 
With this the patient may complain of a feeling of full- 
ness in the same region, of mild edema of the ankle, 
and, occasionally during the early period, of tenderness 
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in the adductor region of the thigh, which may he reflex 

tenderness. In addition, dependency or movements of 

the leg may cause pain or discomfort. These symptoms, 

at this early state, are relieved when the patient is in a 

recumbent position, and as soon as he bears weight or 

exercises the extremity they return. As the thrombotic 

process extends up the vein and obstruction occurs, 

pain becomes very real. It may begin at the tendoachil- 

lis and will follow the course of the affected vein. Pal- 

pation will reveal pain in the calf, popliteal space, and 
adductor region of the thigh. The symptoms of obstruc- 
tion will vary, depending on whether it is partial or 
complete. During the period of partial obstruction, 
mild edema about the ankle will be noted, and as the 
clot extends and completely obstructs the venous re- 
turn, massive edema will result. As the pressure of the 
congested blood builds up behind the clot, the danger 
ef embolism will be real. It is at this point that sudden 
fatal or small pulmonary embolism occurs. At times 
severe pain and massive edema will result suddenly 
because of embolism occurring early and lodging in the 
femoral or iliac vessels and completely obstructing the 
flow of blood. The objective picture of the leg will be 
that of phlegmasia alba dolens (milk leg). Discolora- 
tion of the leg distal to the thrombotic obstruction will 
vary directly with amount of congestion resulting. In- 
flammatory changes may ensue following this episode 
and a picture of thrombophlebitis will result. This, of 
course, will change the approach to treatment. 

The temperature, pulse, and respirations may be 
slightly increased. This increase, however, is not related 
to inflammation. During the episode of pulmonary 
embolism there will be a sharp increase in respirations. 

Early diagnosis is of prime importance and can be 
attained only by keeping in mind the possibility of the 
occurrence of phlebothrombosis and examining the legs 
of patients confined to bed and of postsurgical and 
postpartum patients, even though they are ambulating 
every day during convalescence. 

There are three important tests or signs that may 
be used during the beginning stages of thrombosis that 
should be part of the daily examination. They are: 

1. Homans’ sign: Upon forced dorsiflexion to the 
foot, pain will occur in the calf of the leg. However, 
early thrombosis should not be ruled out because the 
findings are negative. There will be times when the 
sign will not be positive until thrombosis is well estab- 
lished and late symptoms are present. 

2. Luke’s sign: Lying in a supine or prone posi- 
tion the patient notices little or no discomfort in the leg, 
but upon standing, pain will occur or be distinctly in- 
creased. This test cannot be applied unless the patient 
can be ambulated. 

3. Moses’ sign :’° Deep palpation of the calf, poplit- 
eal space, and along the course of the deep veins will 
elicit pain or tenderness in these areas. If the sign ap- 
pears vague or the response from the patient is ques- 
tionable, the lateral and medial aspects of the leg should 
be palpated for comparison. Many times this will dis- 
tinguish the points of tenderness. 

Objective examination of the limbs is another im- 
portant step in diagnosing early symptoms; by this I 
mean searching for evidence of edema and changes of 
appearance, such as discoloration (cyanosis or duski- 
ness). Comparing the two limbs will aid greatly in 
recognizing these changes, especially if one limb is 
normal. Pratt® describes the “sentinel” dilated veins; 
they are usually three in number and are small branch 

veins just below the knee on the medial side of the leg 
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which open into the lesser saphenous vein and then 
communicate with the popliteal area. At times, this is 
the earliest and only diagnostic feature. These veins 
are believed to be the first to dilate because they are the 
closest vessels to the popliteal vein which is so often 
blocked and, therefore, they are involved early. 

As the thrombus propagates, the symptoms of the 
late stages of the condition develop. Pain, tenderness, 
edema, and color changes are increased markedly and 
usually affect a higher level of the extremity. Determin- 
ing the level to which obstruction has reached is an im- 
portant diagnosti¢ point when choosing the surgical 
approach for thrombectomy and ligation of the vein. 
Here again objective findings are important. If edema 
and duskiness have extended to the crest of the ilium 
and the labia or testicles are involved, it is certain that 
the obstruction involves the common iliac and hypo- 
gastric veins. If the edema and color changes do not 
involve the testicles or labia and have not extended to 
the crest of the ilium, the obstruction is undoubtedly at 
the external iliac or common femoral level. When the 
edema and discoloration extend into the lower part of 
the thigh, the level of obstruction has not extended 
above the level of the superficial femoral. The level of 
obstruction is not necessarily the uppermost level of 
the extension of the clot. In most cases a thrombotic 
tail extends from the point of obstruction to an unde- 
termined level in the vein. It is not adhered to the ves- 
sel wall beyond its origin. 

Owing to inconsistency and variation of symp- 
toms, a doubtful diagnosis is not uncommon. When 
such instances occur, venography of the lower ex- 
tremity is recommended. This is a simple procedure, 
and many times will give the information desired. With 
the patient supine on an x-ray table, a constrictor band 
is placed just superior to the ankle to shut off the 
superficial vein circulation, and 20 to 30 cc. of 30 per 
cent Urokon or 35 per cent Diodrast are injected into 
one of the superficial veins of the dorsum of the foot. 
An x-ray (14’x17” film), an anterior-posterior view 
of the leg, is made 16 seconds following the completion 
of the injection of the dye. Partial or complete obstruc- 
tion of the deep veins will be visible if present.” 

Pulmonary embolism may be a diagnostic warning, 
or it may be the fatal termination of the case. Fre- 
quently a small pulmonary embolism will occur without 
the usual pre-existing signs of thrombosis and becomes 
a diagnostic sign of thrombosis. Unfortunately, the 
mild symptoms of the small embolism are often misin- 
terpreted, and an erroneous diagnosis of a respiratory 
problem or an osteopathic rib lesion is made. This, of 
course, is a serious error, as without adequate treat- 
ment the possibility of a fatal embolism following is 
very great. The symptom complex of the pulmonary 
embolism will vary from mild chest pain to severe chest 
pain with increased respiration, cough and hemoptysis, 
shock, and sudden death. Death from a large primary 
embolism may occur without previous warning. 

Treatment begins with prophylactic measures such 
as careful examination of the patient to seek possible 
initiating causes, and making every possible correction. 
Careful daily inspection of the legs and questioning the 
patient regarding occurrence of symptoms is of utmost 
importance if early diagnostic signs are to be recog- 
nized. Prescribing elevation of the lower extremities 
with massage toward the heart every 4 hours during 
the day will aid markedly in increasing venous return. 
A nurse can carry out this procedure capably, and it 
will be an important adjunct in preventing thrombosis. 


November, 
Making these procedures routine will give patients 
maximum prophylactic protection. 

When the very early signs, such as tenderness or 
a slight fullness in the calf, are found, immediate 
strapping of the foot and leg with a 4-inch elastic -\ce 
bandage, as much ambulation as can be tolerated, and 
prescribed exercises such as flexion and extension of 
the foot and contraction and relaxation of the quadri- 
ceps muscles are indicated. In many instances this will 
stop the development of thrombosis. If the patient can- 
not be ambulated, the affected extremity is kept elevated 
higher than the level of the heart, and the exercises 
continued. I have used this method for several years 
and have been very gratified with the results, as most 
cases did not progress into thrombosis. 

If the above treatment does not give relief in a 
few hours and the symptoms of thrombosis have in- 
creased, anticoagulant therapy should be started. ‘The 
anticoagulant drugs most often employed are heparin 
and Dicumarol. Regular heparin is given every 6 hours 
intramuscularly in 100 mg. doses. Oral Dicumarol is 
started at the same time, usually 300 mg. the first day, 
200 mg. the second day, and a daily maintenance dose 
of 100 mg. thereafter. Heparin is discontinued in 36 
to 48 hours when the effect of the Dicumarol on the 
prothrombin time is evident. The prothrombin time 
must be determined before beginning the administra- 
tion of the drugs and daily throughout the course of 
treatment. The therapeutic level will be reported in 
seconds or in per cent of normal. The therapeutic 
level in seconds is 21.5 to 40 seconds and in per cent 
of normal is 10 to 25 per cent. In the majority of 
cases, the thrombus will resolve in about 24 hours. Of 
course, elevation, exercise, and the elastic wrapping 
during ambulation are continued. | 

In some cases anticoagulants cannot be given be- 
cause of liver disease, kidney disease, deficiency of 
vitamin K or vitamin C, blood dyscrasias, late preg- 
nancy, fresh surgical or accidental wounds, subacute 
bacterial endocarditis, or an abnormally high prothrom- 
bin level. In such cases, thrombectomy and resection or 
ligation above the thrombus must be performed as early 
as possible. In cases where propagation of the throm- 
bus has not been halted by anticoagulant therapy, em- 
bolism has occurred, or the clot has extended to the 
femoral level, surgical intervention is indicated. Baker 
and his associates* maintain that whenever a surgical 
barrier can be placed between a thrombus and the heart, 
there should be no hesitation in doing so, and if pos- 
sible, anticoagulation therapy should be maintained to 
inhibit development of thrombosis in other veins. 

Choosing the site for thrombectomy, ligation, and 
resection is important. The objective diagnostic signs 
and venography will aid in determining the choice. In 
50 per cent or more of cases, the approach will be at 
the femoral level, and in the remainder at the inferior 
vena cava, popliteal, and iliac levels. 

1. Femoral site: One of the outstanding prob- 
lems is whether to ligate the superficial femoral or 
common femoral vein. This choice can best be made 
by noting whether or not the thrombus is attached to 
the vein wall or if an elongated tail extends from a 
thrombus site inferior to the surgical site. If the 
thrombus obliterates the lumen of the vein above the 
junction of the deep femoral vein, the common femoral 
must be ligated and resected because it can never be 
certain that a propagating thrombus is not occurring in 
the deep femoral vein. When the superficial femoral 

(Continued on page 194) 
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THE NATURE OF OSTEOPATHIC MEDICINE 


The nature of osteopathic medicine is a subject as 
shot through with contradictions as is that of modern 
medicine—an inevitability in both instances. This edi- 
torial, therefore, is a study in paradoxes as were two 
previous discussions.'* Although the editorial is inde- 
pendent from those on the nature of modern medicine 
and on the failure of modern medicine, actually for our 
readers the subjects are not divisible. And each, to be 
clearly understood, must be related to the general sub- 
ject of the continuum of medicine. 


Short semantic introductions have become increas- 
ingly necessary today to all articles which deal with 
abstractions. For the purposes of this article, and 
similar articles, words of importance are defined as fol- 
lows: The nature of osteopathic medicine or of modern 
medicine means the essential fundamental of each. 
These discussions therefore do not involve their quali- 
ties or their completeness. The nature of osteopathic 
medicine as considered herein is a basic thing, his- 
torically derived, philosophically explored, and con- 
temporarily oriented. Osteopathic medicine and osteop- 
athy are held synonymous. Moder medicine is the 
term of the moment applied to the practice of medicine 
as differentiated from the practice of osteopathic medi- 
cine; in the generic sense and in a legal sense in many 
states, both osteopathic medicine and modern medicine 
are held to be the practice of medicine. The word dis- 
tinction between osteopathy and medicine merely fol- 
lows popular word usage. As used in this discussion, 
therefore (and in the publications of the American 


1. Editorial: The nature of modern medicine. J. Am. Osteop. A. 


54:673-674, July 1955. 


2. Editorial: The failure of modern medicine. J. Am. Osteop. A. 


55:123-125, Oct. 1955. 
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Osteopathic Association), modern medicine is a sharply 
defining term, understood within its medically historical 
framework as “etiological,” “remedial,” or “curative” 
medicine. The term “allopathic” no longer carries a 
historical and philosophical connotation and to the 
modern student is a misnomer. Its use should be gen- 
erally discouraged. 


An understanding of the nature of osteopathic 
medicine—as is equally crue of modern medicine—is 
predicated first upon an appreciation of medicine as a 
continuum, not merely its fragmentation into healing 
arts groups. Organizations, institutions, and the prac- 
tice of medicine generally are but aspects of the total 
discipline. An evaluation of any of its aspects can best 
be made from the vantage point of its history—not its 
chronological history, but its history socially and phil- 
osophically derived. This point of view requires that 
history be seen as movement (Arnold Toynbee’s sense 
of history) ;? hence medical history becomes a phase of 
social and scientific movement, emerging, evolving, and 
proceeding to a future not yet determinable. So con- 
ceived, no aspect of the growth and development of 
medicine is a static, isolated event, isolated from its 
total milieu. Within such a background both osteopathic 
medicine and modern medicine find their place as move- 
ments, the one way in which they can be clearly under- 
stood and defined. 

There is a sharp divergence of interpretation 
about the meaning of events in medical history when 
they are viewed chronologically and statically and not 
as movement. Medical history as rewritten from the 
primary sources will give the student little help in un- 
derstanding the nature of any aspect of medicine. In 
fact, the confusion among doctors of medicine, doctors 
of osteopathy, and laymen is so complete that to many 
there is no confusion—another example of the para- 
doxical nature of all medicine. Organization necessary 
to get things done in a highly complex world comes into 
play and fixes contradictions, and largely defeats at- 
tempts to get to the truth about any aspect of medicine. 
By means of its inclusive claims and effective controls, 
organized medicine is not only the spokesman for mod- 
ern medicine, for all practical purposes, it is medicine. 


There is, however, a basic and fundamental differ- 
ence between the nature of osteopathic medicine and 
that of modern medicine. Again, the reader must keep 
in mind that what is meant by nature in this context 
has no reference to the quality or completeness of 
medical care or practice. The editorials referred to 
above indirectly reveal the difference through a cursory 
examination of the status of modern medicine and the 
reason for its failure. The differences between osteo- 
pathic medicine and modern medicine were also ex- 
plored generally and indirectly in the recent editorial 
article, The Road Ahead for Osteopathy.* The differ- 
ence in the nature of the two types of practice, how- 
ever, needs to be examined directly, insofar as is pos- 
sible at this period in the development of osteopathic 


3. Toynbee, A.: A study of history. Oxford University Press, New 


York, 1954, vol. X, pp. 1 and 3. 


4. Editorial Article: The road ahead for osteopathy. Forum Osteop. 


29 :277-289, Nov. 1955. 
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medicine. That difference should be seen first generally 
rooted, as it is, deep in the continuum of medicine, the 
common vine off which both osteopathic medicine and 
modern medicine sprang. Certain broad and natural 
principles related to the problems of health and disease 
are inherent in the continuum of medicine. From the 
beginning they have been manifest in the movement 
known today as osteopathic medicine; on the other 
hand these principles appear now to be largely absent 
from modern medicine. The editorial article just re- 
ferred to asks this question and gives an answer about 
these principles : 


What are these age-old principles, lost and regained and 
lost again at the turn of the century, to be given particular 
substance by the emergence, growth, and development of the 
osteopathic movement? So far as they relate to medicine today, 
they trace their origin to the ancient Greeks and the Hippo- 
cratic school of medicine, against which was pitted the As- 
clepiadean school, exponents of a totally different approach to 
the problem of man’s ills. The late nineteenth-century struggle 
within European medicine was a renewal of the conflict of 
these totally different approaches. In the perspective of a half- 
century (1950), the controversy becomes one between an 
ecological medicine (health and disease seen in relation to the 
life of total man in his environment) and an etiological medicine 
(a specific etiology causal to a specific disease for which there 
is a specific therapy). The etiological school triumphed com- 
pletely. Thus it was maintained, and today it is both a tradi- 
tion and a dictum, that medical truth lies within a specific 
etiology for which there is a specific therapy, or one awaiting 
discovery. 


There are three interrelated areas which are ex- 
amined in this and connecting editorials ; unrelated, the 
reader may see no meaning in the point of view de- 
veloped herein and become confused. They should be 
recounted. One area is the continuum of medicine and 
the age-old ecological-etiological conflict, of necessity su- 
perficially referred to in the above excerpt. A second 
area—that of modern medicine—grows out of sharply 
limiting the focus of the first area to the last quarter 
of the nineteenth century and the bitter debate that then 
took place in Germany over medical philosophy. Out of 
this conflict, German specificist medicine emerged vic- 
torious. Thereby in the more than half century that 
has intervened, a bacteriologic and specificist medicine 
has become modern medicine, to the degree that scien- 
tists generally, physicians, and the public are satisfied 
with a medicine that makes little serious attempt to 
meet man’s fundamental medical needs, so well does it 
meet his secondary needs. 


The third related area of exploration, osteopathic 
medicine, is one much more sharply limited than the 
other two and is one all but unknown. Historically and 
philosophically related to the other two areas, osteo- 
pathic medicine, as a movement, appears to be all that 
is left of ecological medicine in an organized form; 
hence, it possesses the only authentic organizational 
voice raised in trenchant criticism of modern medicine, 
calling for its continual reorientation. It is upon this 
basis that the osteopathic movement fulfills its historical 
and primary purpose and reveals one deep-seated differ- 
ence between its nature and the nature of modern 
medicine. The danger to society is that osteopathic 
medicine may identify its nature with the nature of 
modern medicine, succumbing to the tremendous pres- 


A.O.A, 
ovember, 1955 
sures put upon it to do that very thing. Osteopathy as 
a movement will have fulfilled its obligation to society 
only when its nature has become a pervasive part of 
the continuum of medicine. And when that occurs 
modern medicine will no longer be entirely etiological 
in nature, but primarily ecological in its approach. 
Then and then only can it be rightly termed “compre- 
hensive medicine.” 


- The exploration of this entire matter of the nature 
of medicine generally as it appears in this and in re- 
lated editorials and articles in no way reflects an orig- 
inal approach. The primary source literature is volumi- 
nous. But for the conclusions expressed, the writer 
is indebted beyond measure both to a monograph which 
appeared in 1954, to which he has given formal credit 
elsewhere, and to certain scholars who will remain un- 
named. All readers interested in this presentation, how- 
ever, should study the monograph as a document of 
primary worth; it is “The Meaning of Social Medi- 
cine” by Iago Galdston, M.D., published for the Com- 
monwealth Fund.’ Dr. Galdston’s bibliography in itself 
is of inestimable value for all who would study the 
source literature and arrive at a better understanding 
of the nature of modern medicine. 


The third area presented in this discussion, osteo- 
pathic medicine (in relation to the other two areas), 
naturally has in no part been considered in Dr. Gald- 
ston’s study. Neither should conclusions concerning 
osteopathic medicine (and more generally, the osteo- 
pathic movement) be credited to originality upon the 
part of this writer. He has had the advantage of obser- 
vation and experience arising in a professional lifetime 
in the practice of osteopathic medicine, and he has been 
richly aided by the opinions of many osteopathic physi- 
cians, the counsel of open-minded and widely informed 
doctors of medicine, and the objective impressions of 
laymen who have been students of the osteopathic 
movement. 


The general difference in the approach of osteo- 
pathic medicine and modern medicine has been named 
above as lying in the fact that the one is primarily 
ecological and the other is primarily etiological. There 
are also distinctive and specific differences between 
modern medicine and osteopathic medicine ; and in any 
rounded consideration of the nature of the latter, these 
specific and distinctive differences should be made a 
matter for comment, as inciting to deeper study. 


It is simpler to characterize the etiological approach 
to the problems of health and disease than to describe 
the ecological viewpoint. The etiological orientation is 
fixed and may be stated in a relatively simple way: 
What does the patient have, and what shall I give him? 


The ecological orientation is one demanding a 
medical philosophy. Its viewpoint is comprehensive, 
moving from the general to the specific. A physiologist 
(not a doctor of osteopathy) in a personal communica- 
tion® had this interesting comment to make apropos of 


5. Galdston, I.: The meaning of social medicine. Harvard Univer- 
sity Press, Cambridge, Mass., 1954. 


6. Korr, I. M.: Personal communication. 
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the difference between a purely etiological approach and 
the ecological approach to medicine: 


It is very encouraging . . . that [modern medicine] is be- 
coming painfully aware of its need for a new orientation, of its 
need for that special unifying body of principles that is the 
strength of osteopathy. ... It is truly amazing that the medical 
world could for so long have been so entranced by the “scientific” 
tidiness of the doctrine of specific etiology (as was the entire 
academic world for so many centuries by Aristotelian doc- 
trines) as to have been blinded to the obvious fact that all dis- 
ease is a multifactorial phenomenon. None of the information 
now being invoked to support the concept of multiple causation 
(as though the obvious needs documentation) is new; some of 
it is centuries old. But the significance of the multiplicity of 
factors was lost in the persistent frenzied effort to squeeze 
every “factor” into the framework of specific etiology; we even 
have “psychosomatic” diseases “caused” by specific emotional 
disturbances. With the new awakening that appears to be on 
the way medicine will see that although there are factors which 
appear to have specific relation to manifestations, many other 
factors are no less essential to the initiation of the disease 
process. The awareness will come that disease is not the effects 
of agents or factors, but the response of the individual... . 
and that his entire life goes into determining the response. 
When the decisive controllable factors are carefully surveyed 
and analyzed, those intrinsic to man’s musculoskeletal system 
will soon be discovered. When all this happens the medical 
world will understand what Virchow meant by disease 
as life under altered conditions; it will no longer find startling- 
ly new the 350-year old Baconian aphorism that the office of 
medicine is to tune the harp that is man’s body and to reduce 
it to harmony... . 


So much for the basic consideration of the nature 
of osteopathic medicine. In an editorial to follow, an 
attempt will be made to indicate certain etiologic, diag- 
nostic, and therapeutic implications peculiar to the na- 
ture of osteopathy, as well as to direct attention to 
society’s challenge to the profession to demonstrate the 
distinctive nature of osteopathic medicine by much 
more fundamental and clinical research than has yet 
been accomplished. 


TELEVISION IN A TRANCE 
CECIL HARRIS, D.O., F.A.C.N 
Philadelphia 

So many abuses of medical and scientific knowl- 
edge occur in the various media of public information 
and entertainment that another one more or less would 
ordinarily evoke no comment. However, we feel that 
the recent demonstration of hypnotism on a program 
that was broadcast coast to coast should not escape so 
lightly. 


The star performer was a psychologist, a prac- 
titioner of hypnosis. His subject was a college student, 
a young and pretty girl. The student was hypnotized 
and near her, on a table, was placed $100,000. If the 
girl could have broken the hypnotic trance, if she had 
been able to violate the hypnotic suggestion, which was 
that she was paralyzed, she would have taken—and 
won—the money. It is now history that though she 
was egged on, urged, and begged to take the money 
(by other than the hypnotist, of course), the trance 
proved to be unbreakable. 
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There was a time when such a program would not 
have seemed extraordinary. There was a time when 
hypnotists were such a standard part of every vaude- 
ville show that the public stereotype of the hypnotist 
invariably included a silk top hat, a Vandyke beard, a 
pair of sinister and piercing eyes, and a helpless damsel 
at hand. That day is—or was, so we thought—happily 
past. Hypnotism has made such progress as a branch 
of science that it had rapidly become, fortunately, 
almost safe from general exploitation. It is just this 
advance which inclines us to view the recent television 
show as a regrettable setback. 


There is certainly room for programs about hyp- 
nosis on television and radio. But we do not feel that 
a program such as the one in question helps to educate 
the public in the phenomena of hypnotism. Further, 
we feel that whatever value as pure entertainment such 
a show may have is more than offset by the potential 
harm it carries. A truly useful program on hypnotism 
might, for instance, emphasize the character of this 
process as a natural phenomenon, instead of drama- 
tizing its supernatural aspects. A splendid demonstra- 
tion could be made of hypnotism in the animal king- 
dom. Such a program could point out that hypnotism 
is one of the best proofs we have of the existence of 
unconscious mental operations in all of us. Chemical and 
physical means which produce effects similar to hyp- 
notism might be covered. At the least, a caution about 
the serious consequences which may follow hypnotic 
attempts by amateurs ought to be an invariable part of 
such programs, much like the pharmacist’s poison label 
on a toxic drug. Hypnosis is lightly indulged in as a 
harmless parlor game only by those who know next to 
nothing about it—a prime example of a little knowl- 
edge being a dangerous thing. 

A subject for hypnosis must be thoroughly ex- 
amined, and the ever-present risk, however slight it 
may be in many cases, must be carefully evaluated. 
We know, for instance, that it is possible for hypnosis 
to activate a latent psychosis or a neurotic disturbance. 
The subject for hypnosis must be adequately prepared ; 
his resistances must be both tested and respected. Care 
must also be exercised to the end that the hypnotic 
situation does not encourage the growth of the sub- 
clinical neurotic fears and dependencies which are 
almost always present in each of us. One might specu- 
late, in this respect, about the aftereffects on a person 
who came within a hairsbreadth—or so it was made to 
seem—of acquiring a fortune, only to lose it by a seem- 
ing defection of will power. While this inherent risk 
is not unique to the program under discussion—it is 
part of the gladiatorial aspects of most quiz shows, one 
might wonder if the subject was fully apprised of this 
risk. One might wonder also if the subject was par- 
ticularly aware of the fact that she had been carefully 
preselected because of her susceptibility to hypnosis 
and thus, as those experienced in this field well know, 
she had, appearances to the contrary notwithstanding, 
practically no chance to acquire the money. 


To be sure, we as physicians and scientists must 
assume part of the blame for this depreciation of a 
scientific method. Because hypnotism was placed under 
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a virtual taboo by academic science and medicine at 
just that time in the world’s development when men 
were increasingly wondering about and attempting to 
probe the so-called mystical elements of the cosmos, 
the ban boomeranged ; and mesmerism became a fertile 
field for exploitation by quacks, charlatans, and sundry 
sensation-mongers. For decades, the scientific investi- 
gation of hypnosis was left to a few courageous men 
like Braid, Liebeault, Bernheim, Esdaile, Janet, Breuer, 
Freud, and Simmel. Excessive rigidity and intolerance 
on the side of official science certainly did nothing to 
mitigate the ordinary ignorance, gullibility, and super- 
stition on the part of the public. This state of affairs 
has, in large part, been remedied, but not entirely. 
Hypnosis today is universally recognized as an ex- 
tremely useful weapon in the arsenal of therapy and 
research. It frequently replaces chemical anesthesia, 
and it is, in certain cases, one of our most effective 
tools for analyzing the unconscious. It is precisely 
because of these newer circumstances, when for the 
first time the beneficial practical applications of hyp- 
nosis are being more and more widely employed, that 
scientific information becomes more necessary for the 
public—and misinformation becomes something that 
could be most readily dispensed with. It is precisely 
under these circumstances that the program in question, 
which we feel emphasized the magical and sensational 
aspects of this phase of science to the detriment of 
the more serious elements, was so disappointing. 


OBESITY: SOME CONSIDERATIONS ON A 
RATIONAL APPROACH TO A PROBLEM 


The attention of JouRNAL readers is called to the 
lead article of the month, Obesity: Some Considera- 
tions on a Rational Approach to a Problem, by George 
W. Northup, D.O. Any paper vy Dr. Northup is 
worthy of careful consideration, as members of the 
osteopathic profession well know. This article is a 
critical review of a condition that is a mounting prob- 
lem to medicine, physicians, and a great body of the 
American people. Dr. Northup has given obesity the 
careful study it deserves, against the touchstone of his 
considerable experience with the condition. 


The paper gives specificity to a subject treated 
generally in the August, 1955, JourNaL under the 
heading, “Safeguards and Hucksters,” a plea to the 
physician to guarantee to his patients a rational thera- 
peutics. Dr. Northup’s paper is an excellent example of 
medical reasoning at its best, as logical as a lawyer’s 
brief in its massing of all related evidence that bears 
on a question and leads to an inevitable conclusion. 
This paper has an interest and carries a significance 
far beyond the problem with which it deals. It merits 
a wide reading by members of the profession regard- 
less of the individual’s field of practice. 


A.O.A, 
November, 1955 


CHRISTMAS SEALS 


For 18 years osteopathic Christmas 
seals were a quiet venture to carry the 
idea of osteopathy abroad and to relieve 
the financial stress of osteopathic stu- 
dents. Six years ago the campaign was 
expanded; research became a co-recip- 
ient, and Christmas seals began to real- 
ize their potential. Their possibilities as 
an ethical way to present the osteopathic profession to 
its public were made increasingly apparent; they pre- 
sented a means of enlisting the support of that public 
for student loans and research, goals worthy of a cam- 


paign. 


STUDENT LOANS 1955 


Now 25 years of age, Christmas seals show them- 
selves to be well rooted, needing only a thorough cul- 
tivation to be richly fruitful. Proceeds were $2,000 
for the first year (1931). In 1950—after two expanded 
campaigns—the proceeds reached $16,000; 1954 re- 
vealed growing possibilities ($41,500) and justified 
the 1955 goal: $50,000. 


Christmas seals in osteopathy may seem a little 
matter, but what a great fire they can kindle! The seal 
campaign is much more than a money-raising gimmick. 
It is a trifold opportunity for the osteopathic physician 
to serve his profession, his public, and himself. 


The Profession—What are the possibilities in 
Christmas seals? A really successful seal campaign— 
the 1955 goal doubled and achieved, as is conceivable 
in the foreseeable future—would give substantial sup- 
port to the student loan fund, thereby assuring more 
osteopathic graduates in the prolonged era of doctor 
shortage. And it would provide needed funds for more 
fundamental and clinical research under osteopathic 
auspices. 


The Public.—Seals are a perfect means of open- 
ing the field for discussion—the place and purpose of 
osteopathy among the healing arts agencies. The packet 
plan, the proved method of getting seals out to the pub- 
lic, is a public relations instrument made to order, 
with its folder of explanation. 


The Doctor Himself.—The packet plan is the 
doctor multiplied «+ number of times. He makes his 
own contribution simply and easily, and gets packets, 
with equal ease, to his public — his patients, friends, 
and acquaintances. The packets cost him nothing. The 
number of packets distributed by doctors each year is 
increasing by geometric progression, evoking a response 
that amazes. 


At this period in the history of osteopathy, more 
than at any other, the call is to go tell the people! The 
1955 Christmas Seal Campaign is made to order for 
that purpose. 
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Participate in a Noteworthy Undertaking.— 

This note is to remind readers to send a post card 
today for a copy of the “Manual on Co-Operative Clini- 
cal Study Projects” which is now being distributed 
from Chicago through the Committee on Clinical Study, 
George W. Northup, chairman. Address the Commit- 
tee at 212 East Ohio St., Chicago 11, Illinois. Your 
request will not obligate you to participate in the project 
but your possession of a copy of the Manual will make 
it possible for you to acquaint yourself with what bids 
to be the most noteworthy clinical study in the pro- 
fession’s history. The Manual will tell you exactly 
how to record, report, and correlate your cases. Suc- 
cess of the total project will be assured, first, by exact 
reporting within the pattern set up by the Committee 
and, second, by the widest possible participation by 
hundreds of doctors, as individuals and as groups. 

The Clinical Study Project is a challenge to the 
osteopathic profession nation-wide, carrying an obliga- 
tion to every osteopathic physician to inform himself 
of the Committee’s plans. It is the profession’s first 
attempt to make a report on its clinical observations as 
they relate themselves to osteopathic principles. The 
final report could be a demonstration of the effective- 
ness of the profession’s contribution to the age-old art 
of healing, done with such exactness as to make it 
objectively acceptable to groups without the profession 
who are interested in such a demonstration of clinical 
advancement. 

* 


Dental Caries.— 

The effects of sugar and other carbohydrates on 
the teeth were discussed in a symposium in the Sep- 
tember, 1955, issue of The Journal of the American 
Dental Association. Dental caries constitute a problem 
for the physician as well as the dentist, and a number 
of the factors involved in caries fall into the physician’s 
field of activity almost as much as they do into the 
dentist’s. Four authors participated in the symposium: 
Reidar F. Sognnaes, D.M.D., Ph.D., of the Harvard 
School of Dental Medicine; Ned B. Williams, D.D.S., 
Ph.D., from the School of Dentistry of the University 
of Pennsylvania; J. F. Volker, D.D.S., Dean of the 
University of Alabama School of Dentistry ; and Basil 
G. Bibby, Ph.D., D.M.D., Director of the Eastman 
Dental Dispensary, Rochester, New York. All four 
of the authors recognize a relationship between carbo- 
hydrates and the incidence of dental caries, but they 
also recognize that many factors other than the simple 
presence of carbohydrates in the diet play a part in the 
condition. 

Dr. Sognnaes, writing on the Effect of Ingested 
Sugars and Other Carbohydrates on the Resistance of 
Teeth to Caries, points out that the type of diet fed 
to the patient before eruption of the teeth affects their 
resistance to caries, commenting : 


The development of teeth is controlled to varying degrees 
hy genetic, hormonal, nutritional and other systemic conditions 


Notes and Comments 


and involves several stages: histodifferentiation, organic matrix 
formation, calcification, maturation, eruption and function. 
This report is concerned with nutritional studies with special 
references to carbohydrates . . various clinical and experi- 
mental observations indicate that the susceptibility to dental 
decay is influenced by nutritional factors which operate during 
the period of tooth development. 

The author notes that the nutritional factors involved 
include not only the reduction of refined carbohydrates 
in the diet, but also the substitution of protective foods 


for the sugars. 

In discussing the Effect of Sugars and Other Car- 
bohydrates on the Oral Flora, Dr. Williams notes that 
the oral flora consists of: “many different microbial 
populations whose relative numbers differ in the several 
regions of the oral cavity.” He feels that carbohydrates 
can affect the oral flora, but that direct evidence is very 
limited. He specifically notes, however, that “Microor- 
ganisms and carbohydrates are essential in caries. . . .” 

In the Relation of Oral Biochemistry of Sugars 

to the Development of Caries, Dr. Volker concedes that 
fermentable carbohydrates in the diet are undoubtedly 
concerned with caries production, but it is his opinion 
that there has been too much loose generalization on the 
subject. He closes his article in this manner: 
. .. the author would like to make a strong plea for a more 
critical understanding of the suspected relation of oral sugar 
physiology and biochemistry to the etiology of dental caries. It 
is his personal opinion that generalizations are incompatible 
with the accumulated findings of responsible investigators. He 
would remind many self-appointed armchair experts currently 
making pronouncements on the subject that professional opinion 
cannot establish scientific facts. 

Dr. Bibby closed the symposium with the Effect of 
Sugar Content of Foodstuffs on Their Caries-Produc- 
ing Potentialities. He noted that: 

There seems to be no way to determine the relative caries- 
producing capacities of food other than to investigate the 
properties of each food individually. Only when this has been 
done will it be possible to evaluate the importance of the sugar 
in each, and only then will the dentist or dietitian be able to 
recommend some foods rather than others for inclusion in 
caries-preventive diets. 

It has been found that sugar used in a solid form per- 
sisted in the mouth for longer periods of time than 
when used in chewing gum or beverages. The adherent 
qualities of foods such as caramels also appears to have 
a deleterious effect. Dr. Bibby closes with three points 
which he feels have been established as being of im- 


portance: 

1. The persistence of sugar in the mouth, the acid formed 
in the mouth and other theoretical caries-production indexes of 
foods are not determined solely by the concentration of sugar 
in the foods. It is clear that the nature of materials with which 
the sugar is mixed is a very important factor. 


2. The physical nature of the carbohydrate carrier or food 
has a most important influence on caries production. Findings 
on the rate of sugar clearance from the mouth, the teeth or 
saliva and the duration of acid persistence in saliva or plaques 
all indicate that the effects of sugar last for a shorter time 
after the sugar is used in liquid as compared with solid or 
semi-solid form. Therefore, on theoretical grounds, sugar taken 
in liquid form should initiate less caries than comparable 
amounts of sugar taken in a solid state or in combination 
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with other adherent substances. This conclusion is supported 
by both animal experiments and studies on human subjects. 

3. The frequency of eating carbohydrates or sugar-contain- 
ing foods is a most important fact in determining the caries 
activity of foods. 


* * * 
Ultrasonics.— 


The use of ultrasonics in medicine is compara- 
tively new in this country and there is still much ex- 
ploration that needs to be done before any accurate 
approximation of its total usefulness and limitations 
can be made. Thé proceedings of the Third Annual 
Conference of the American Institute of Ultrasonics in 


ovember, 1955 


Medicine held in September, 1954, which are now 
available in book form, furnish much needed informa- 
tion, some of it as basic science research, some as re- 
search in clinical applications. Reports on clinical 
application include papers dealing with the use of ultra- 
sonics in various arthritides, keloid growth, and circu- 
latory indurations of the lower extremities. Papers on 
the use of ultrasonics in combination with other ther- 
apies are also included. The book, which will be of 
great interest to anyone who desires to explore this 
field of treatment, may be obtained free of charge by 
writing The Birtcher Medical Foundation, Post Office 
Box 32187, Los Angeles 32, California. 


EMBOLIC CATASTROPHES INVOLVING 
THE VENOUS SYSTEM—ANDERSON 
(Continued from page 188) 
vein is opened and the clotted tail is free and is re- 
moved and a good back flow of blood comes from the 
deep femoral vein, ligation and resection of the superfi- 
cial femoral vein will be the procedure of choice. When 
the common femoral vein is resected, it must be borne 
in mind that morbidity is increased considerably, and 
adequate support of the distal vascular system is im- 
perative. Another problem occurs at this point: Should 
the superficial femoral vein of the apparently normal ex- 
tremity be resected on the assumption that thrombosis is 
likely to occur there also? In my opinion, resection 
should be done if anticoagulant therapy cannot be used 
or pulmonary embolism has occurred and should not 
be performed if anticoagulants can be used and there 

are no signs of thrombosis. 

2. Iliac site: The resection of the iliac vein is no 
longer considered advisable because involvement is 
usually bilateral at this level, and the inferior vena cava 
becomes the site of choice. 

3. Inferior vena cava site: Ligation of the inferior 
vena cava is the procedure of choice when there is 
femoral or iliac thrombosis of both lower extremities, 
when a pulmonary embolism has occurred, and when 
embolism occurs following resection of the superficial 
or common femoral veins. However, in pulmonary em- 
bolism, if the embolus was small, the site of the throm- 
bus located, and resection carried out above it, and if 
anticoagulation therapy is not contraindicated, the liga- 
tion of the inferior vena cava will not be necessary. 

Another important indication for ligation at this 
site is in pulmonary embolism when a large embolus 
has caused right heart failure and the patient has en- 
tered a terminal state that appears irreversible. Baker 
and his associates* have demonstrated numerous times 
the value of this heroic ligation. Ligation removes the 
strain from the right heart by reducing the quantity of 
blood entering the heart and inhibiting the formation 
of future emboli. 

4. Popliteal site: Resection at this level is not 
common because thrombosis usually extends above this 
site very early. 

Phlebothrombosis of the upper extremities.— This 
condition is not as common as phlebothrombosis of the 
lower extremities. Prognosis is usually good when the 
condition is not associated with cancer, as recanalization 


will, in the majority of cases, take place in 3 to 6 
months.° Treatment is palliative and thrombectomy 
with resection of the vein is rarely needed. The excep- 
tions would be the occurrence of embolism or if con- 
servative palliative measures fail to halt the propaga- 


tion of the clot. 
SUMMARY AND CONCLUSION 


Data in recent surveys reveals that the expected 
occurrence of fatal embolism in total hospital admis- 
sions is 1 in every 697, and in postoperative cases, 
roughly 1 in 1,000 patients. 

Venous embolism of air, fat, cotton fibers, and 
amniotic fluid are not commonly thought of as embolic 
problems but may occur more often than is realized. 

Thromboembolism is clinically classified into two 
types: thrombophlebitis and phlebothrombosis. 

Ninety to 97 per cent of pulmonary embolisms 
originate in the veins of the calf. 

Thrombophlebitis is easily diagnosed because the 
main objective signs, the cardinal signs of inflamma- 
tion, are very evident. Treatment consists of conserva- 
tive and palliative measures, and thrombectomy with 
resection or ligation of the vein is contraindicated. 

Phlebothrombosis is a treacherous condition be- 
cause the nonadhered clot may result in fatal embolism 
with little or no warning. The symptoms and signs are 
in many cases so obscure that recognition before a 
thromboembolic catastrophe occurs is sometimes im- 
possible. 

Maximum protection for the patient can be real- 
ized only if early diagnosis is attained. The following 
recommendations are important in prophylaxis: care- 
ful examination for possible initiating causes, careful 
daily inspection of the legs, and questioning the patient 
regarding the occurrence of early symptoms. 

If the early signs are recognized, immediate strap- 
ping of the foot and leg, as much ambulation as can be 
tolerated, and graded exercises are indicated. In many 
instances this will stop the development of a thrombus. 
If this does not halt the propagation of the clot, anti- 
coagulant therapy is indicated, if no contraindication 
for its use exists. Thrombectomy with resection of the 
vein, ligation above the clot, or resection of the vein 
above the clot are important to successful treatment ; 
however, none should be performed without accurately 
determining the site of the thrombus. 

The surgical approach is held in disrepute by a 
number of clinical groups and is advocated by others. 


Vo 
Nu 
| I 
Ve 
ca 
m¢ 
Ju 
Cl 
ac 
19 
N 


Volume 55 
Number 3 


I strongly feel that when properly applied it is in- 
valuable. Prophylactic resection or ligation of veins 
should not be performed unless a pathologic venous 
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condition exists that may promote development of a 
thrombosis. 


Anderson Clinic 


REFERENCES 


1. Farris, J. M.: Thrombosis and embolism. S. Clin. North Ameri- 
ca 34:1271-1287, Oct. 1954. 

2. Crutcher, R. R., and Daniel, R. A., Jr.: Pulmonary embolism; 
correlation of clinical and autopsy studies. Surgery 23:47-62, Jan. 1948. 

3. Birch, C. A.: Air embolism. Practitioner 165:164-170, Aug. 1950. 

4. von Glahn, W. C., and Hall, J. W.: Reaction produced in pul- 
monary arteries by emboli of cotton fibers. Am. J. Path. 25:575-595, 
July 1049. 

5. Konwaler, B. E.: Pulmonary emboli of cotton fibers. Am. J. 
Clin. Path. 20:385-389, April 1950. 


6. May, H. W., and Winter, F. D.: Amniotic fluid embolism; in- 


Golden, H. T.: Intramuscular trypsin; its effect in 83 patients with 
acute inflammatory disorders. Delaware State M. J. 26:267-270, Oct. 


1954. 


phia, 1954. 


ADDITIONAL REFERENCES 


frequent cause of maternal death. Surg., Gynec. & Obst. 92:231-232, 
Feb. 1951. 


7. Jennings, E. R., and Stofer, B. E.: Pulmonary emboli composed 


of contents of amniotic fluid. Arch, Path. 45:616-621, May 1948. 


8. Baker, W. D.: Thromboembolic tragedies. J. Am. Osteop. A. 49: 
109-113, Oct. 1949. 

9. Pratt, G. H.: Cardiovascular surgery. Lea & Febiger, Philadel- 
New Eng- 


10. Moses, W. R.: Early diag of p hr 


land J. Med. 234:288-291, Feb. 28, 1946. 


11. Luke, J. C.: Venous disorders of lower extremities. Ciba Clin. 
Symposia 5:99-124, July-Aug. 1953. 


Innerfield, I.: Trypsin given intramuscularly in chronic, recurrent 
thrombophlebitis. J. Am. M. A. 156:1056-1058, Nov. 13, 1954 


BUREAU OF PUBLIC EDUCATION ON HEALTH 
CARL E. MORRISON, D.O. 


Chairman 
St. Cloud, Minn. 


MIDYEAR MEETING OF BUREAU OF PUBLIC EDUCATION 
ON HEALTH 


The midyear meeting of the Bureau of Public Education 
on Health will be held at the Central Office of the American 
Osteopathic Association on December 7 and 8, 1955. This 
meeting will be attended by all of the members of the Bureau— 
Carl E. Morrison, chairman; Robert E. Cole, vice chairman; 
Phil R. Russell, John P. Wood, Eugene D. Mosier, and Clif- 
ford E. Cryer. Other officers of the Association, including the 
President, Executive Secretary, chairman of the Department of 
Public Relations, and General Counsel, are usually in attendance. 

It is at this midyear meeting that the Bureau has the op- 
portunity and adequate time to discuss and consider the public 
education on health program of the profession and the means 
by which this program can be most beneficially developed in 
the various states. The progress made in some states and the 
lack of progress in other states require the attention of the 
Bureau. No aspect of public education on health affairs which 
is causing concern or which affects the progress of the pro- 
gram is left unconsidered. 

Within the next few weeks the chairmen of Public Edu- 
cation on Health committees and the secretaries of divisional 
societies will receive a publication entitled “1955 Public Health 
Information Book.” This book will be the first of a series of 
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public health information books furnished annually to the divi- 
sional societies. Each year these public health information 
books will, as does the 1955 issue, present current information 
concerning important matters affecting public education on 
health affairs in the various states. This year the book presents 
information on three important subjects. The first is an 
outline for a public education on health program, including 
pertinent information concerning osteopathic recognition. The 
second is a review of the recent meetings between the confer- 
ence committees of the American Medical Association and the 
American Osteopathic Association. The third pertains to hos- 
pitals and includes model articles of incorporation, bylaws, and 
staff regulations. The Bureau is interested in having comments 
on this publication and suggestions from the divisional soci- 
eties about the subjects to be included in the 1956 issue which 
will be sent out in the fall of 1956. The preparation of such a 
publication requires time; therefore, plans must be made early 
for the subjects to be covered in this next issue. 

The Bureau hopes that the chairmen of the divisional so- 
ciety Public Education on Health committees will write to the 
chairman of the A.O.A. Bureau of Public Education on Health, 
212 E. Ohio Street, Chicago 11, Illinois, informing the Bureau 
of current matters of concern or interest which the divisional 
society committees believe should be considered or discussed 
at the midyear meeting. The most important function of the 
Bureau of Public Education on Health is to coordinate the 
activities in this important area of osteopathic activity in the 
various states and to serve as a center for osteopathic informa- 
tion which can be of assistance to all of the states. 


HILL-BURTON ALLOTMENTS 


The Department of Health, Education, and Welfare Ap- 
propriation Act, 1956, Public Law 195, approved August 1, 
1955 (69 Stat. 397), appropriates $109,800,000 for hospital 
construction payments under Parts C and G of the Hill-Burton 
Act (Title VI of the Public Health Service Act, as amended) 
for the fiscal year ending June 30, 1956. Part C is the basic 
Hill-Burton Act, and applies to aid for construction of general, 
tuberculosis, and mental hospitals. Part G is the amendment 
entitled Medical Facilities Survey and Construction Act of 
1954, and is for aid for construction of diagnostic or treatment 
facilities, chronic disease facilities, rehabilitation facilities, or 
nursing homes. See chart of allotments reproduced on page 196. 
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The Federal share under Part C is set by the States some- 
where between the limits of one third and two thirds. The 
Federal share under Part G is 50 per cent unless the State 
specifies a variable. 

The above Appropriation Act also provides $1,200,000 for 
use under Section 636 of the Public Health Service Act, for 
grants-in-aid to public and private non-profit institutions for 
projects for research, experiments, or demonstrations relating 
to the development, utilization, and coordination of hospital 
services, facilities, and resources. Section 636 was added to the 
Public Health Service Act in 1949, but it has not heretofore 
been implemented, because this is the first appropriation that 
has been made available. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFA 
PUBLIC HEALTH SERVICE, DIVISION OF HOSPITAL AND MEDICAL FACILI TIES 
ALLOTMENTS TO STATE AND TERRITORIES! 
FOR CONSTRUCTION OF HOSPITALS AND MEDICAL FACILITIES 
For the Fiscal Year Ending June 30, 1956 
Under Title VI of the Public Health Service Act, As Amended 


Allotment Under Part G—Medical Facilities 


Allotment Total Diagnostic 
Total Under Allotment or Chronic Rehabili- 
Allotment Part C— Under Treatment Disease tation Nursing 
Hospitals Part G , Facilities Facilities Facilities Homes 


Territory 


Total $109,800,000 $88,800,000 $21,000,000 $6,500,000 $6,500,000 $4,000,000 $4,000,000 


Alabama 3,642,455 3,089,301 553,154 163,264 163,264 113,313 113,313 
Arizona 916,976 616,976 2300,000 2100,000 2100,000 250, 257,000 
Arkansas 2,329,920 1,976,092 353,828 104,433 104,433 72,481 
California 4,773,857 4,048,885 724,972 213,976 213,976 
Colorado 1,061,851 761,851 2300,000 2100,000 2100,000 
Connecticut 900,005 600,005 2300,000 2100,000 2100,000 
Delaware 2500,000 2200,000 2300,000 2100,000 2100,000 
Dist. of Columbia 518,859 218,859 2300,000 2100,000 2100,000 
Florida 2,986,917 2,533,315 453,602 133,881 133,881 
Georgia 3,742,818 3,174,422 568,396 167,763 167,763 
Idaho 702,714 402,714 2300,000 2100,000 2100,000 
Illinois 3,368,880 2,857,272 511,608 151,002 151,002 
Indiana 2,317,937 1,965,927 352,010 103,896 103,896 
lowa 1,836,808 1,524,940 311,868 2100,000 2100,000 
Kansas 1,454,930 1,154,930 2300,000 2100,000 2100,000 
Kentucky 3,118,338 2,644,778 473,560 139,772 139,772 
Louisiana 2,820,479 2,392,153 428,326 126,421 126,421 
Maine 972,575 672,575 2300,000 2100,000 2100,000 250, 250,000 
Maryland 1,417,982 1,117,982 2300,000 2100,000 2100,000 250,000 50,000 
Massachusetts 2,560,140 2,171,350 388,790 114,752 114,752 79,643 643 
Michigan 3,178,683 2,695,957 482,726 142,477 142,477 98,886 
Minnesota 2,191,549 1,855,437 336,112 2100,000 2100,000 68,056 
Mississippi 2,973,162 2,521,648 451,514 133,265 133,265 92,492 
Missouri 2,632,990 2,233,136 399,854 118,017 118,017 r 81,910 
Montana 596,113 296,113 2300,000 2100,000 2100,000 250, 250,000 
Nebraska 1,084,302 784,302 2300,000 2100,000 2100,000 250, 250,000 
Nevada *500,000 2200,000 2300,000 2100,000 2100,000 250, 250,000 
New Hampshire 602,565 302,565 2300,000 2100,000 2100,000 50, 250,000 
Jersey 1,997,431 1,674,587 322,844 2100,000 2100,000 61,422 
Mexico 869,067 569,067 2300,000 2100,000 2100,000 s 250,000 
y York 5,050,455 4,283,477 766,978 226,374 226,374 57,115 157,115 
North Carolina 4,656,299 3,949,179 707,120 208,707 208,707 85; 144,853 
North Dakota 772,544 472,544 2300,000 2100,000 2100,000 250, 250,000 
Ohio 3,694,981 3,133,851 561,130 165,618 165,618 5947 114,947 
Oklahoma 2,062,421 1,735,135 327,286 2100,000 2100,000 63,643 
Oregon 1,076,082 776,082 2300,000 2100,000 2100,000 250, 250,000 
Pennsylvania 5,737,154 4,865,892 871,262 257,154 257,154 rf 178,477 
Rhode Island 694,228 394,228 2300,000 2100,000 2100,000 b 250,000 
South Carolina 2,475,934 2,099,930 376,004 110,978 110,978 P 77,024 
South Dakota 769,539 469,539 2300,000 2100,000 2100,000 250, 250,000 
Tennessee 3,483,523 2,954,503 529,020 156,141 156,141 . 108,369 
Texas 6,411,972 5,438,230 973,742 287,401 287,401 , 199,470 
Utah 771,394 471,394 2300,000 2100,000 2100,000 50, 250,000 
Vermont 572,336 272,336 2300,000 2100,000 2100,000 250, 250,000 
Virginia 3,071,961 2,605,443 466,518 137,693 137,693 5,5 95,566 
Washington 1,342,937 1,042,937 2300,000 2100,000 2100,000 250,000 250,000 
West Vitginia 1,874,282 1,559,854 314,428 2100,000 2100,000 57,214 57,214 
Wisconsin 2,089,367 1,760,239 329,128 2100,000 2100,000 64,564 64,564 
Wyoming 2500,000 2200,000 2300,000 2100,000 2100,000 250,000 250,000 
Alaska 2500,000 2200,000 2300,000 2100,000 2100,000 250,000 250,000 
Hawaii 565,441 265,441 2300,000 2100,000 2100,000 250,000 250,000 
Puerto Rico 3,027,145 2,567,435 459,710 135,684 135,684 94,171 94,171 
Virgin Islands 29,702 25,192 4,510 1,331 1,331 924 024 


1 Basis of Allotments, per statutory formula: 
a. Total population as estimated by Bureau of Census: United States and Territories, as of July 1, 1954 (Series P-25, No. 108, dated January 


3, 1955). 
b. Allotment percentages for the fiscal years 1956 and 1957, as promulgated in the Federal Register, Sept. 10, 1954. 
2 Statutory Minimum 
Department of Health, Education, and Welfare 
Public Health Service, Division of Hospital and Medical Facilities 
July 28, 1955 
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NUTRITIONAL AND METABOLIC ASPECTS OF CONGESTIVE 
HEART FAILURE 

For many years, nutrition has occupied a prominent posi- 
tion among the various aspects of the management of heart 
failure. The influence of diet on the ability of the heart to ful- 
fill its function in maintaining the circulation is described by 
Michael G. Wohl, M.D., Charles R. Shuman, M.D., and Carl 
Alper, Ph.D., in Archives of Internal Medicine, July, 1955. 


With appropriate dietary regulation in subacute failure, 
using subcaloric feedings, the work of the heart is reduced, 
and thereby the blood flow is increased, the blood pressure 
lowered, the heart rate slowed, vital capacity increased, and 
diuresis induced. 


A basic step in avoiding fluid retention due to impairment 
of excretion of renal sodium is restriction of sodium in the diet. 
In cases of chronic cardiac failure, potassium salts should be 
administered periodically in an attempt to assure adequate po- 
tassium tissue stores. 


The presence of low tissue vitamin stores in cardiac failure 
and the high rates of vitamin excretion during diuresis necessi- 
tate administering supplemental vitamins. There is an urgent 
need for an adequate protein intake in order to avoid evidence 
of protein malnutrition which eventually appears in a great 
many of these patients. 


THE CARDIOLOGIST LOOKS AT THE SKIN 


Stressing that clinical observation of the patient—his skin 
and his eyes—will often yield more information to the cardiolo- 
gist than the stethoscope or electrocardiogram, Jacob J. Silver- 
man, M.D., and Arthur Bernstein, M.D., review skin manifes- 
tations of cardiovascular problems in The Journal of the Ameri- 
can Medical Association, July 9, 1955. 


Emotions mirrored in the skin include tension, with its 
pallor, tense muscles, wrinkled brow, and beady sweat; neuro- 
circulatory asthenia, with its cold, wet, cyanotic palms; and 
neurosis, with its tremors, chewed-off fingernails, and tobacco- 
stained fingers. 


Cardiac anomalies are often accompanied by such con- 
genital abnormalities of the skin and its appendages as the 
accessory nipple, hemangioma, hairlip, spina bifida, polydactyly, 
syndactyly, arachnodactyly; also cyanosis in young or mature 
persons, clubbing of hands and feet, mongolism, and adenoma 
sebaceum suggest congenital heart defects. 


Pathognomonic of bacterial endocarditis is the pea-sized, 
red, tender nodule (Osler’s node) that occurs in fingertips, 
footpads, under nails, on thenar or hypothenar eminences, and, 
occasionally, on the sides of the finger. Other indications are 
petechiae on palms and soles, clubbing of fingers and toes, 
pallor, trophic disturbances, and hemorrhages on fingers and 
toes in particular, and splinter hemorrhages beneath nails. 
Fingers, toes, nose tip, or ear lobes may be cold, cyanotic, or 
gangrenous if a ball valve thrombus occludes the mitral valve. 


Among endocrine disturbances reflected in the skin is hy- 
perthyroidism, with its satiny, warm, flushed, moist skin; pig- 
mentation, especially of the eyelids; vitiligo; urticaria; angio- 
neurotic edema; sensitivity to sunlight; excessive sweating of 
palms, soles, axillas; and tremor of outstretched fingers. In 
thyrotoxicosis, pigskin-like or orange-peel-like elevated plaques 
appear on pretibial areas of the legs. In hypothyroidism the 
skin is dry, rough, cold; the facies sleepy and coarse; the 
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complexion sallow and yellowish; there may often be waxy 
xanthoma deposits; pads of swelling over the dorsum of hands 
and feet; moles and keratotic lesions especially of soles and 
palms; scaly lesions on the legs; coarse, dry, brittle hair that 
sheds easily; loss of eyebrow hair; deformities and infections 
of the nails; and slow-healing ulcerations and infections. In 
Addison’s disease there are pigmented deposits in knuckles and 
along palmar lines of the hands; the skin is diffuse tan or 
there are numerous black freckles or moles; hyperpigmentation 
occurs on extensor surfaces, on pressure points, anogenitally, 
on nipple areolae, and in scars; and vitiligo or yellow discolora- 
tion of the nails is noted. Heart disease and acromegaly often 
go together; acromegaly is recognized by the thickening of the 
skin and soft tissues; enlargement of the bones of hands, feet, 
face, and head with its prominent supraorbital ridges and lower 
jaw, thick lips and nostrils; the hands and feet are coarse, 
swollen, and large; the fingers blunt; the scalp wrinkled; the 
nails thickened, flattened, and grooved; and freckles and moles 
abound, while hypertrichosis is frank. Persons with pheo- 
chromocytoma sometimes also have multiple neurofibromas, 
pigmented skin, arachnodactyly-like fingers, anxiety during 
acute hypertensive attacks, and transitory blueness, blanching, 
and sweating of the extremities. 


In the endocrine hypertensive syndrome, the features are 
“buffalo hump” over the lower cervical spine; small forearms, 
feet, and ankles; fat buttocks, thighs, thorax, and upper arms; 
facial hirsutism; baldness; scanty axillary hair; skin ecchy- 
mosis, and often acne. In the hypertensive diencephalic syn- 
drome, the extremities are cold and clammy during attacks, 
which are precipitated by embarrassment or excitement, and 
then pale, cyanotic, or mottled; excessive sweating and a transi- 
tory erythematous rash over the upper part of the chest and 
face are common. Cardiac complications accompany adrenocor- 
tical hyperfunction, recognizable by moon facies, dusky skin, 
cyanotic lips and nail beds, acne, alopecia, hirsutism, and violet 
striae over the abdomen, flanks, thighs, buttocks, arms, and 
breasts. 

Coronary artery disease is common with xanthomatosis, 
recognizable by cutaneous yellowish plaques, papules, nodules, 
and tumors over large joints, buttocks, trunk, along tendon 
sheaths, in palms and soles, and on eyelids. In diabetes mellitus, 
localized demarcated reddish plaques with yellowish atrophic 
centers over midtibial areas and sometimes on the arms are 
common skin manifestations. Coronary artery disease also 
often complicates gout, in which the tophus of the ear is 
pathognomonic. 


In hemochromatosis, hemosiderin is deposited even in the 
liver, pancreas, heart, and skin; the skin has a bronze hue, 
often with dirty-looking, irregular, slate-blue patches. Heart 
failure sometimes follows amyloid disease, recognizable by tiny, 
transculent, yellowish-brown plaques or nodules on the eyelids, 
face, and lips; often pruritus and painful fissures with skin 
thickening are also seen. Porphyria, another metabolic disease, 
often associated with hypertension and renal disease, is mani- 
fested by parchy hyperpigmentation of the skin. In ochronosis, 
the cartilage of the ear and nose is bluish, the face pigmented 
in spots, the ligaments of the hands and feet are discolored, and 
often there is disfiguring osteoarthritis. Right-sided valvular 
heart disease without septal defects, but often with carcinoid of 
the small intestine and with visceral metastases, is manifested 
by transitory sudden flushing, followed by mingling cyanotic 
and white blotches. 


Jaundice, spider angiomas on the upper half of the body, 
and palmar erythema are manifestations of liver disorders 
which may have serious cardiovascular complications. Clubbing 
fingers and toes and white nails suggest cirrhosis; abdominal 
varices indicate severe liver disease; petechiae, purpura, and 
ecchymosis may result from disturbances of blood coagulation; 
slight jaundice might suggest right-sided heart failure or con- 
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strictive pericarditis, pulmonary embolism, or infarction, or—if 


discoloration is olive-colored or dirty yellow—tricuspid stenosis. 


Uremia makes the skin, which is dry, a sickly yellow; pruritus, 
purpura, puffy eyelids and, terminally, urea frost may also be 
noted. 

Nutritional disorders accompanying long-standing cardiac 
disease may cause profound emaciation. In coronary occlusion, 
white cross-striations are seen; in rheumatic fever—pocking or 
stippling of the nails; in niacin deficiency—erythema, hyper- 
pigmentation, skin atrophy and the “pellagrous glove”; in wet 
beriberi—edema; in riboflavin deficiency—angular stomatitis 
and lip fissures, a “sharkskin” appearance of the nose, around 
the eyes, and sometimes over the ears and malar prominences ; 
in vitamin A deficiency—dry keratetic skin; in vitamin C defi- 
ciency—petechial hemorrhages and sometimes purpura; and in 
vitamin K and prothrombin deficiency—petechiae, purpura, and 
ecchymosis. 

Skin lesions are seen in diffuse collagen diseases like dis- 
seminated lupus erythematosus, with its bright red, macular 
eruption on the face, nose, and cheeks and on the V-shaped ex- 
posed areas of the neck and upper chest. In dermatomyositis, 
the nose and cheeks are puffy, the eyelids swollen, and the skin 
may be wine colored. In periarteritis nodosa, there are petechial 
hemorrhages, purpura, localized skin necrosis, urticaria, ery- 
thema-multiforme-like rash, painful nodules or papules on ex- 
tremities and trunk, especially along the course of a superficial 
artery. Scleroderma is always recognizable by hard, waxy, pig- 
mented, wrinkle-free skin, by the patchy atrophy and contrac- 
tion of the skin and subcutaneous tissues, by the masked facies 
and clawhand; it often is also accompanied by Raynaud’s dis- 
ease and often leads to gangrene. By comparison, scleredema 
adultorum, a benign disease, is recognized by diffuse, nonpitting 
edema of the face, neck, and upper part of the chest; some- 
times pleural or pericardial effusion and hydrathroses may de- 
velop. 

Erythema marginatum on the trunk and extremities is 
seen in 15 per cent of all rheumatic fever patients; less com- 
mon are urticaria, petechiae, purpura, and atypical erythema 
multiforme. Myocardial infarction is often complicated by the 
shoulder-hand syndrome; the skin of the hands is pink or red, 
later cyanotic or pale. The hands are smooth, glossy, and cold. 
Atrophy of bone, subcutaneous tissue, and muscles appears in 
advanced disease, as do contracture of flexor tendons of the 
hands. 

Cor pulmonale often accompanies beryllosis, whereas sar- 
coidosis masks heart failure. Sarcoidosis can be recognized by 
small, firm brown or bluish nodules on the butterfly area of the 
face, on the arms, back, and interphalangeal joints of the 
hands; and erythema nodosum is not uncommon. Myocarditis 
may follow almost any infectious disease; in many of these— 
scarlet fever, dermatologic diphtheria, syphilis, trichinosis, viral 
and rickettsial rashes, exotic parasitic disorders—there is a re- 
vealing rash. Skin manifestations may also reveal sensitivity 
to mercurial diuretics, sulfonamides, digitalis, quinidine, hy- 
dralazine, nitrates, acetanilid, silver-containing medicaments, 
and, of course, carbon monoxide poisoning. 

In trauma, skin manifestations are not unusual. There is 
the blue or blue-black cyanosis of face, neck, and upper chest 
in acute thoracic compression or in pressure aneurysm of the 
arch of the aorta; the dark red, petechial skin eruption in cere- 
bral fat emboli, appearing on the upper part of the chest, shoul- 
ders, arms, neck, mucous membranes, or the conjunctivas. Dis- 
secting aneurysm of the aorta may be characterized by cyanosis 
and edema of face, neck, and arms in which the veins are dis- 

tended. 

Peripheral vascular disorders are manifested by such skin 
signs as the pallor from major artery occlusion, with signs of 
atrophy, sweat disturbances, evidence of infection, ulcerations, 
varicosities, and trophic changes of nails and hair. Obstructed 
varicose veins cause edema, pigmentation, eczema, scars, ulcer- 
ations, and infections of the legs. The skin is the clinical guide 
to study of peripheral failure, shock, impending shock, and re- 
covery from shock. 

Raynaud’s disease is suggested by waxy, cold pallor or 
cyanosis of fingers, toes, ears, or tips of nose, terminating in 
erythema or gangrene, or atrophic changes in later stages, 
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whereas diffuse, warm reddening of the extremities would sug- 
gest erythromelalgia. Migrating phlebitis signifies thrombo- 
angiitis obliterans and is recognizable by firm, red, tender nod- 
ules of varying diameter in the legs along the course of a 
superficial vein. A bluish or reddish point, tender and ex- 
tremely painful, under the nails may be a glomangioma. Uni- 
lateral clubbing may result from aneurysms of the brachial, 
axillary, innominate, or subclavian artery, from cirsoid aneu- 
rysm, or from arteriovenous fistula. A painful, ischemic ulcer, 
with purpuric base and inflammatory exudate located on the 
lateral surface of the ankle, occurs in hypertensive disease. 
Chronic, infected leg ulcerations are extremely common in pa- 
tients with sickle cell anemia; usually they appear over the 
malleoli and are accompanied by atrophy of the external geni- 
talia and by scanty facial hair. 

In congestive heart failure, the skin is cold, the superficial 
veins are engorged, and the nail beds are cyanotic. Hyperpig- 
mentation with hemosiderin is noted in long-standing heart 
failure. 

This survey would certainly indicate that no cardiovascular 
study can possibly be complete that excludes careful obserya- 
tion of the patient from head to toe. 


THE SURGICAL MANAGEMENT OF VARICOSE VEINS ON A 
SEMIAMBULATORY BASIS 


Sydney M. Cohen, M.D., and Robert A. Nabatoff, M.D., 
undertook studies on the semiambulatory treatment of varicose 
veins. Their observations are reported in Industrial Medicine 
and Surgery, September, 1955. 

The study was undertaken in 1951 and was sponsored by 
two local units of a trade union. Of 2,946 persons screened, 5 
per cent had varicosities, bilateral in 58 per cent of these pa- 
tients. Invariably, the varicosities were the result of valvular 
insufficiency at the saphenofemoral junction. 

The most important etiologic factor is known to be consti- 
tutional predisposition. However, varicosities appear early and 
progress rapidly in susceptible persons who do heavy physical 
labor or who have to be on their feet for prolonged periods. 
Of the 144 patients with varicosities, five were between 20 and 
30, twenty-six between 30 and 40, forty-three were between 40 
and 50, forty-nine between 50 and 60, eighteen between 60 and 
70, and three were between 70 and 80 years old. Accordingly, 
the highest incidence of varicose veins was between the ages 
of 40 and 60. 

Operations were deferred until all complications had cleared 
up, and nearly all complications were effectively treated by 
properly applied, appropriate elastic bandages worn during the 
day. Thus, all venous stasis was controlled, ulcers healed, and 
it became possible to perform the operation. Effective surgical 
treatment consisted of ligating the long saphenous vein and 
stripping the entire vein by means of an intraluminal stripper. 

High ligation of the long saphenous vein is important. Un- 
less the femoral vein is adequately visualized, small branches, 
overlooked at the saphenofemoral junction, may pave the way 
for recurrent varicosities. On adequate ligation of the long 
saphenous vein, one may proceed with mass retrograde injec- 
tion of the distal saphenous vein segment, multiple ligations of 
residual saphenous and perforator veins, a complete stripping 
procedure, or obliteration of residual varices by repeated in- 
jections of sclerosing solution after hospitalization has ended. 
Incompetent perforator veins are eradicated by eliminating all 
venous incompetency at its source; by extirpating all residual 
varicose vein segments so that few if any postoperative injec- 
tions are required; by limiting incisions to a minimum, shorten- 
ing operation time and securing good cosmetic results; and b) 
using local anesthesia and mobilizing the patient almost imme- 
diately after the operation. 

In this series, the patients were hospitalized on a Friday 
morning and, after premedication with 100 mg. Demerol an! 
200 mg. Nembutal, were operated on the same afternoon. Four 
¥Z-inch incisions—at the groin, at midthigh, just below the 
knee, and just above the medial malleolus—were made after 
delineating the course of each vein on the skin with ink. The 
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remaining scars are nearly invisible. If the short saphenous 
system is incompetent, it too is stripped. The long saphenous 
vein is ligated flush with the femoral. The entire vein is 
stripped out between incisions. All communicating branches are 
ligated at the site of each incision. Anesthesia is local, with 
approximately 125 cc. of 1 per cent procaine without adrenalin 
injected at the site of each incision and in the subcutaneous 
tissue along the entire course of each vein segment to be 
stripped out. The patient is ambulatory practically immediately 
after the operation and leaves the hospital the same day or the 
following morning, remaining fully ambulatory at home and 
returning to work the following Monday. During the day, he 
wears a 4-inch rubber reinforced elastic bandage from toe to 
knee for 2 weeks after the operation. With immediate ambula- 
tion, inflammatory reactions and tendencies toward thromboem- 
bolic phenomena are minimal. Few if any postoperative injec- 
tions of sclerosing solution are necessary. 

In the past 4 years, 150 such operations have been per- 
formed, saving many work hours and sparing patients much 
discomfort and many postoperative complications. Workers 
have become more efficient with their activity no longer ham- 
pered by inadequate circulation. With all venous stasis elimi- 
nated, the likelihood of complications after leg injuries is also 
greatly reduced. 


SUCCESSFUL NONSURGICAL REPERITONIZATION OF THE 
PELVIC FLOOR FOLLOWING RADICAL EXCISION FOR 
CANCER OF THE RECTUM 


Among 1,495 patients with rectal cancer, Howard D. 
Trimpi, M.D., and Harry E. Bacon, M.D., applied a new and 
more radical surgical technic with relative safety on forty-two 
persons, removing wide areas of peritoneum and leaving the 
exposed surfaces deperitonized. This technic is outlined in con- 
siderable detail in the Journal of the American Geriatrics So- 
ciety, August, 1955. 

The authors initially studied the effect of removing the en- 
tire parietal peritoneum in twenty dogs. No deaths and no in- 
stances of intestinal obstruction occurred. Open, end-to-end 
colic anastomoses were performed on ten of the animals with 
no preliminary bowel preparation; no increased morbidity and 
little or no infection resulted. The reperitonized surfaces, 
which began to develop within a few days, were subsequently 
studied by microscope and were found to resemble closely the 
original peritoneum, both in appearance and in thickness. Ad- 
hesions were no more common than after operations in which 
the peritoneum was retained. 

Satisfied that no greater risk was involved when surfaces 
were denuded than when more conventional operations were 
performed, they studied possible dangers arising from pro- 
cedures that left the peritoneal cavity and the pelvis open from 
below. Such procedures were carried out in 588 patients who 
underwent “pull-through” operations without reconstruction of 
the pelvic floor. The incidence of adhesions and intestinal ob- 
struction was again extremely low, even when the small in- 
testine chanced to move into the low pelvis, alongside the trans- 
planted colon. 

The practice of leaving the pelvic cavity open was then 
introduced in the treatment of patients with widespread local 
extension and dissemination of cancer. According to this treat- 
ment, total pelvic viscerectomy was performed with ureteral 
transplantation to skin or bowel and wide removal of peri- 
toneum without repair of the pelvic floor. In place of pelvic 
floor reconstruction, a 2-foot square sheet of rubber dam was 
inserted into the pelvic cavity and was packed with 2-inch wide 
vaginal gauze. This packing was allowed to remain in the pel- 
vic cavity for 10-15 days. By then, the abdominal cavity was 
walled off completely from the pelvis, with no protrusion of 
the small intestine and no evidence of intestinal obstruction. 
With increased experience, it became possible to remove the 
packing by the eighth postoperative day. Only two of the forty- 
two patients so treated required repacking after the eighth day; 
in both instances, herniation of the small intestine into the low 
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pelvis was noted. However, after another 4 days with the 
packing in place, healing was complete and uncomplicated even 
in these two patients. One case of pressure necrosis of the 
ureter resulted from applying unnecessarily vigorous pressure 
in packing the cavity, but even this complication was corrected 
without fatality. 

The abdomen is opened by extended paramedian incision 
with the rectus muscles retracted laterally. The liver, large 
bowel, and pelvis are inspected for gross metastases, and the 
extent of the operation is determined. Before any manipula- 
tion of the diseased tissues is attempted, the upward flow of 
blood is interrupted by ligating the venous drainage system. 
Ligation of the inferior mesenteric artery at its origin permits 
clean dissection of the inferior mesenteric regional lymphatic 
zone.. Ligation of both internal iliac arteries permits more 
effective hemostasis. The ureters are transplanted, and the pel- 
vic organs, together with their blood supply and lymphatic 
drainage systems, are removed in their entirety. All cancerous 
tissue is removed en bloc, without division. Lymph vessels, and 
especially the primary and secondary lymph nodes, are widely 
removed. 

Such a technic makes more radical surgical treatment pos- 
sible with no risk of increasing morbidity or mortality. Func- 
tion is restored, and the patient is rehabilitated. When no effort 
is made to restore the pelvic floor, more of the peritoneum can 
be safely removed. It is not necessary to strip peritoneum from 
the bladder or to cover the open area with small intestine, thus 
eliminating the hazards that would arise from the tautly re- 
paired floor, from strangulation of the small intestine through 
small perforations, from displacement of the bladder, ureters, 
and other organs, and from reactions to such foreign matter 
as chromic catgut. 


ENDOCERVICAL FORCEPS FOR EVALUATION OF THE 
CERVICAL FACTOR IN FERTILITY 


A new instrument, which has the principal properties of 
Kerner’s instrument for the Sims-Huhner test, and which per- 
mits evaluating the tenacity of the endocervical mucus in the 
infertile female, is described by Allan Palmer, M.D., in The 
Journal of the American Medical Association, August 6, 1955. 

The endocervical forceps is a specific and more efficient in- 
strument, devised for securing specimens that will reveal the 
flow elasticity of the endocervical mucus, spermigration, or 
postcoital sperm activity; it is equipped with smooth, concave, 
opposable tips that fit together accurately and lock. The instru- 
ment is closed for insertion into the endocervical canal. At the 
desired level between the internal and external cervical ora, the 
forceps can be opened slightly, then closed, locked, and with- 
drawn. The locking seals off a specimen of mucus and obviates 
its loss even when the instrument is laid down for a brief time. 
Flow elasticity (Spinnbarkeit) of the mucus can be measured 
by opening the instrument over a centimeter scale; if the 
stretch reaches 10 cm. before the mucus breaks—which it can 
do with use of this new instrument—Spinnbarkeit is considered 
excellent. The same specimen can then be transferred to a 
microscope slide. A drop of seminal fluid placed next to the 
specimen of mucus will disclose spermigration. The specimen 
can also be studied for postcoital sperm activity by the Sims- 
Huhner method. This instrument also makes it possible to se- 
cure specimens of cervical mucus in cervical “bloc.” 


CORRECTION 


In the article, “Postpartum Examination and Care,” by 
Arthur A. Speir, D.O., F.A.C.O.0.G., published in the October 
JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION, the 
word “after” was omitted from the first line on page 162. The 
sentence should have read as follows: “Post partum” is a Latin 
term meaning after delivery. We regret the error. 
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Book Notices 


THE PYRAMIDAL TRACT, Its Status in Medicine. By A. M. 
Lassek, M.D., Ph.D., Professor of Anatomy, Boston University School 
of Medicine, Boston, Massachusetts. Paper. Pp. 166. Price $4.75. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill., 1954. 


A perusal of “The Pyramidal Tract” reveals that we need 
to unlearn much of what we “know.” The monograph, one of 
the popular American Lecture Series, is a methodical chrono- 
logic review of the changing concepts of both the structure and 
function of this great motor tract from the observations of 
Petit in 1710 to the present day. As the subject is reviewed, the 
concept which begins to emerge is that rather than being a 
motor tract, the long corticospinal fibers are but another group 
of internuncial neurons, and that the true motor neurons, or 
tracts, consist of the ventral roots of all the spinal nerves. 

One is reminded that the giant pyramidal cells of Betz are 
found to be far fewer in number than the axons which consti- 
tute the pyramidal tract (1 to 10). No one knows as yet, it 
seems, what particular cell bodies the excess axons are con- 
tinuations of or to what extent in the grey matter of the hemi- 
spheres they may reside. That the parietal cortex, particularly 
the somesthetic area, is largely involved is suggested by Las- 
sek’s epitome of the work of several of the more recent investi- 
gators. 

Containing 128 pages of text, the book is easy reading. The 
author occasionally repeats himself from chapter to chapter, 
apparently not so much by way of emphasis as by rote. How- 
ever the repetitions are all brief and worth rereading. The 
chapters are, uniquely, lettered alphabetically rather than num- 
bered, dealing pithily with different phases of investigation in a 
rigidly chronological manner. One does not know until along 
toward the end of the book, in Chapter K, what conclusions 
may be drawn from the welter of ideas, or how the author 
himself feels about the whole thing. The last two chapters are 
a chronologic outline of basic investigations in man and in sub- 
human animals, respectively. 

As Dr. Lassek states in Chapter A, it is his belief 
“that the pyramidal tract, from the broad viewpoint, is such 
that it constitutes an enigmatic and challenging pathway.” The 
book, as an epitome of 150 years of research, is the retracing, 
step by step, of discoveries and concepts aimed toward the ulti- 
mate solution of the enigma. 

Georce Graincer, D.O. 


THE THERAPY OF SKIN TUBERCULOSIS. By Gustav Riehl, 
M.D., Professor of Dermatology, University of Vienna; Director, Lupus 
Institute of Vienna; Director, Department of Dermatology, Wilhelminen 
Hospital, Vienna; and Oswald Kopf, M.D., Former Assistant, Lupus In- 
stitute of Vienna; Assistant, Department of Dermatology, Wilhelminen 
Hospital, Vienna. Translated and revised by Ernest A. Strakosch, M.D., 
Ph.D., Director, Department of Dermatology, Presbyterian Hospital, Den- 
ver, Colo. Cloth. Pp. 247, with illustrations. Price $6.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1955. 


During and following World War II the prevalence of all 
forms of tuberculosis in Europe was almost in epidemic pro- 
portions, making available clinical material far in excess of 
what could be found in the United States. For this reason the 
authors of this volume of the American Lecture Series are 
Europeans. 

The book is one for background reading. The history of 
the development of therapy in tuberculosis of the skin begins 
with the use of arsenic. Gold salts and iodine are mentioned. 
Dietary regimes and salt-free versus normal-salt-intake diets 
are discussed in detail. 

Eighty-one pages of the book are devoted to the history, 
theory, histologic progress, and complications of vitamin D 


therapy. If one were to read only the first half of the book, 
the impression would be that vitamin D. is the therapy of 
choice with exceedingly high incidence of therapeutic effect and 
cure. One chapter is devoted to the influence of vitamin D. on 
noncutaneous forms of tuberculosis and other diseases and one 
to the biologic action of vitamin D; both are highly recom- 
mended for basic study. 

The reviewers are impressed that the handicap of the post- 
war period in Austria prevented extensive use of the antibiotics, 
for while their use is reviewed, the authors admit to but a 
minimal clinical trial because of the lack of available medica- 
tion. At the period when stabilization began to take place in 
Austria and newer medications became available, the use of 
isonicotinic acid hydrazide (INH) so rapidly replaced all others 
that the statement is made, “Only in rare cases in which the 
effect might be unsatisfactory can other therapeutics be com- 
bined with INH or replace it.” 

The use of tuberculin therapy is discussed briefly, and, al- 
most as an afterthought, physical methods, such as sunlight, 
artificial sources of ultraviolet radiation, and x-ray therapy, are 
discussed as are surgical approach and its history. 

The book is highly recommended to doctors interested in 
tuberculosis and/or dermatology, particularly to the beginning 


dermatologist. 
A. P. Uxsricn, D.O. 
D. Koprince, D.O. 


THE PRACTICE OF DYNAMIC PSYCHIATRY. By Jules H. 
Masserman, M.D., Professor of Neurology and Psychiatry, Northwestern 
University, Chicago, Illinois. Cloth. Pp. 790. Price $12.00. W. B. Saun- 
ders Company, West Washington Square, Philadelphia 5, 1955. 


This is a most interesting and provocative book. It is an 
ambitious attempt to establish a rationale for the practice of 
psychiatry on the basis of a set of principles. It is really an out- 
growth of the author’s earlier book, “Principles of Dynamic 
Psychiatry,” and represents the author’s thinking and research 
in the broadening field of psychiatry. 

The book is divided into five parts, thirty-nine chapters, 
five appendices, a bibliography, and two indices, one of names 
and one of subjects. The first part, The Clinical Investigation 
of Human Behavior, is a rather exhaustive treatment of the 
subject of examination procedures. The author treats this phase 
of the book more thoroughly than any of the current textbooks 
and thus provides a source book and a guide to this very im- 
portant part of psychiatric practice. Part two, Dynamic Evalu- 
ation of Clinical Syndromes, deals with the clinical categories 
of psychiatry; it is profusely illustrated with case material. 
Part three, Case Studies and Communications, is also written 
with more than the usual detail and covers records, reports, 
evaluation procedures, and forensic aspects. Part four, Clinical 
Dynamics of Affect and Self, deals with psychopathologic con- 
siderations, such as concepts of emotion and feeling (a dis- 
cussion of philosophic and moral views). Part five, The Prac- 
tice of Dynamic Psychotherapy, is the most extensive section 
of the book and makes a bid for all-inclusiveness. A discussion 
of the historical background and the philosophy of psycho- 
therapy introduces this section. Then a discussion of psycho- 
analysis is given, which is an excellent over-all explanation of 
the different dynamic analytic schools. From this point the 
author goes into other types of psychiatric treatment, and even 
into a discussion of specific measures for specific conditions. 
Consideration is given to drug and group therapies, but none to 
the new “wonder drugs.” The rest of the book is devoted to 
military psychiatry, eleven pages; biodynamics and social is- 
sues, twenty-seven pages; and the appendices and indices. 
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This is a new textbook that embodies the spirit of modern 
psychiatry and is a real departure from the older revised texts. 
It can be recommended not only as a class book and for refer- 
ence by the general physician but also for use by the expe- 


rienced psychiatrist. 


Tuomas J. Meyers, Pu.D., D.O., F.A.C.N. 


PSYCHOCUTANEOUS MEDICINE. By Maximilian E. Ober- 
mayer, M.D., Clinical Professor and Chairman of the Department of 
Dermatology, School of Medicine, University of Southern California; 
Senior Consultant in Dermatology, Veterans’ Administration Hospital, 
Long Beach, California; Formerly Assistant Professor of Dermatology, 
The School of Medicine, University of Chicago, 1930-1941. Cloth. Pp. 
487, with illustrations. Price $9.75. Charles C Thomas, Publisher, 301- 


327 E. Lawrence Ave., Springfieid, Ill., 1955. 

This is yet another of the American Lectures in Derma- 
tology. That the author is well chosen is evidenced by his em- 
phasis of psychosomatic phases of skin disease in his previous 
work. The early chapters are devoted to historical considera- 
tions, constitutional factors, and a rather detailed discussion of 
dynamic considerations of the psyche, which the average derma- 
iologist and general practitioner will have to study to under- 
stand. The true dermatoneuroses are discussed in a manner 
that will bring to the mind of every practicing physician cases 
from his own practice. 

The differentiation of phobias and delusions is of great im- 
portance, a phobia being a fear which the patient is able to 
recognize and a delusion being closer to a true psychosis and 
having a poor outlook for cure. At times it is difficult to differ- 
entiate between the two. The author states that deliberate self- 
injury as in factitial dermatitis does not occur in hysteria but 
in the more deeply disturbed neurotic and psychotic states. 
Syphilophobia and the more common present-day cancerophobia 
are related to the publicity given these diseases in recent years. 

The chapter on dermatoses: with important emotional fac- 
tors includes a discussion of pruritis and its classifications, a 
group of tables listing etiology, and discussions of rosacea, 
dyshidrosis, urticaria, lichan planus, and alopecia areata. 

A general criticism of the book is the too liberal use of 
reference to authors. Many pages refer to from two to seven 
names, leaving one with the impression that he is being referred 
away from rather than drawn to the book. However, the book 
has a definite place in the library of the psychiatrist and the 
psychologist, and it should be basic reading for the training of 
a dermatologist, for we agree with the author that psycho- 
therapy is practiced by every physician regardless of his atti- 


tude toward a psychosomatic concept. 
A. P. Uxsricu, D.O. 
D. Koprince, D.O. 


ELECTROCARDIOGRAPHY. By E. Grey Dimond, M.D., Pro- 
fessor and Chairman, Department of Medicine, Director, Cardiovascular 
Laboratory, University of Kansas Medical Center, Kansas City, Kansas. 
Cloth. Pp. 261, with illustrations. Price $14.00. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1954. 

This volume is presented as a method for the teaching of 
electrocardiography. It is intended to be read in its entirety 
rather than to be used as a reference text. The difficulty of 
the material is graduated, beginning with very simple explana- 
tions in the earlier chapters and progressing to more involved 
and complicated discussions in the later chapters. It is logical 
to assume that the reader who goes through it chapter by 
chapter with reasonable care will finish the book with an ade- 
quate understanding of its subject matter. 


Electrocardiography is a subject which does not lend itself 
well to any of the known bedside teaching methods. The classi- 
cal (and at present frequently deprecated) lecture method 
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appears to be the best method for approaching an understanding 
of this important diagnostic tool. The lecture method is the 
one used by this author, who has presented his subject in a 
clear and interesting manner. Frequent illustrations are pro- 
vided, including many schematic drawings as well as repro- 
ductions of actual electrocardiograms. The primary audience 
for whom the text is intended is made up of undergraduate 
students and practitioners who have previously been unfamiliar 
with actual electrocardiography and the interpretation of elec- 
trocardiograms. 


EMERGENCY TREATMENT AND MANAGEMENT. By Thos. 
Flint, Jr., M.D., Director, Division of Industrial Relations, Permanente 
Medical Group, Oakland and Richmond, California; Chief, Emergency 
Department, Permanente Medical Group, Kaiser Foundation Hospital, 
Richmond, California. Cloth. Pp. 303. Price $5.75. W. B. Saunders 
Company, West Washington Square, Philadelphia 5, 1954. 

This book is not intended as a guide to definitive or con- 
tinuous treatment; its only intention is to provide information 
needed for the immediate treatment of emergencies. It does this 
quite well. The arrangement of the book is such as to facilitate 
its use as a rapid reference. There are no chapters in the 
usual sense of the word, the subject matter being arranged 
alphabetically under 128 “Topics,” some of which are divided 
into numerous subtopics. As an example, “Poison” is listed as 
one topic, with subdivisions covering individuals poisons. Some 
subjects require only short statements or cross references to 
other sections of the book. More fully developed sections gen- 
erally consist of a brief general statement followed by an out- 
line of symptoms and, finally, an outline of treatment. Informa- 
tion is easy to locate and is adequately and tersely presented, 
so that the book can be used with a minimum expenditure of 
time and effort. 


UROLOGY. Edited by Meredith Campbell, M.S., M.D., F.A.C.S., 
Emeritus Professor of Urology, New York University. Cloth. 3 Vols. 
Pp. 2356, with illustrations. Price $60.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1954. 

The compilation and preparation of a text as comprehen- 
sive as this one constitute a formidable undertaking. In general 
it may be said that in this case the task has been completed suc- 
cessfully; the entire field of urology has been brought up to 
date by means of a collection of monographs written by fifty- 
two urologists. All of the authors are recognized authorities 
in various aspects of the subject, and their combined efforts 
are brought to bear in a single work because of the feeling of 
the editor, Dr. Meredith Campbell, that no one man is qualified 
to present the entire field in its present-day complexity. Omis- 
sions and inadequacies are probably inevitable in a work of 
this scope, but they are obviously at a minimum in this case. 

The medical aspects of treatment in urology, frequently 
neglected, have been well developed here, as have the surgical 
aspects of the field. Diagnosis has by no means been neglected, 
and pediatric urology has been given considerable attention. 
There are also well-prepared sections on the basic sciences as 
they pertain to the urogenital tract, and the relation of the 
basic sciences to practice has been borne in mind throughout 
the text. A surprising sense of integration has been achieved 
for a work composed of the writings of so many different 
authors. Numerous illustrations are provided, both as photo- 
graphs and drawings. 

An index to all three volumes is provided in each volume. 
Volumes II and III contain only their own tables of contents, 
but Volume I lists the contents of the entire set. While the 
set is too comprehensive for the student or average general 
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practitioner to derive maximal usefulness from it, the surgeon, 
urologist, internist, and possibly the pediatrician will find much 
information here that he will find elsewhere only with great 
difficulty, if indeed he can find it at all. 


ANXIETY AND STRESS. An Interdisciplinary Study of a Life 
Situation. By Harold Basowitz, Harold Persky, Sheldon J. Korchin, 
and Roy R. Grinker; From the Institute for Psychosomatic and Psy- 
chiatric Research and Training of the Michael Reese Hospital, Chicago. 
Cloth. Pp. 320, with illustrations. Price $8.00. McGraw-Hill Book Com- 
pany, 330 W. 42nd St., New York 36, 1955. 

This book is an account of research into the problem of 
anxiety and the psychosomatic and psychiatric processes in- 
volved in this powerful human emotion. It is a detailed investi- 
gation into common physiologic processes under the impact of 
stress. 

The authors feel that anxiety is in a central position in 
psychopathologic theory, but that our present understanding of 
it is not much advanced beyond Freud’s view of 1936, which 
postulated that anxiety is a signal recognized by the conscious 
or preconscious ego as an indicator of present or future dan- 
gers. In response to the threat signaled by anxiety the organism 
may mobilize and intensify its capacities toward a higher level 
of functioning, learning, and new forms of adjustment. 

The subjects used in the experiment were paratroopers in 
training, which was gauged as a situation of recognizable stress. 
Then psychologic tests were administered and the men carefully 
observed; biochemical studies (hippuric acid tolerance test and 
determination of plasma glycine level, plasma amino acid level, 
blood reduced glutathione level, and blood eosinophil level) 
were run. These tests were run under different conditions and 
with different groups, eight experiments in all. No positive 
findings were determined, but the authors feel that their results 
justify elaboration of the method which would possibly give 
some data of an informative nature. 


The book is interesting especially as an outline of clinical 
research. The conditions established were unusually well chosen 
to demonstrate stress. Definitions and value scales are also con- 
tributed, and they aid greatly in the understanding of psycho- 


pathology. 
Tuomas J. Meyers, Pu.D., D.O., F.A.C.N. 


COMMUNICABLE DISEASES. By Franklin H. Top, A.B., M.D., 
M.P.H., F.A.C.P., F.A.A.P., F.A.P.H.A., Professor and Head, Depart- 
ment of Hygiene and Preventive Medicine and Director, University De- 
partment of Health, State University of Iowa; Consulting Director, State 
(of Iowa) Hygienic Laboratories; Consultant in Infectious Diseases, Uni- 
versity Hospital; Consultant, Communicable Disease Center, U.S.P.H.S., 
Atlanta, Georgia; Formerly Professor of Epidemiology, School of Public 
Health, and Professor of Pediatrics, College of Medical Sciences, Uni- 
versity of Minnesota; Director, Herman Kiefer Hospital, Detroit; Clin- 
ical Professor of Preventive Medicine and Public Health, Wayne Uni- 
versity College of Medicine; Extramural Lecturer in Infectious Diseases 
and Epidemiology, School of Public Health, University of Michigan; and 
collaborators. Ed. 3. Cloth. Pp. 1208, with illustrations. Price $18.50. 
The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 1955. 


The present edition of this reference work is considerably 
expanded over the previous volume. The author feels that the 
striking changes which have taken place in the field of commu- 
nicable diseases since the second edition appeared in 1947 have 
made revision necessary. 

Five new chapters have been added, two on therapeutics— 
Sulfonamides and Antibiotics, both by Muir Clapper—and three 
on clinical entities not previously covered—Anthrax by Irving 
H. Borts, Histoplasmosis by Amos Christie, and Cat-Scratch 
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Fever by Franklin H. Top. The chapters which have been en- 
tirely rewritten by new authors are Atypical Pneumonia, Ty- 
berculosis, and Viral Hepatitis. Revisions in nursing procedures 
and parasitic infections have also been included. The structure 
of the book remains the same; it is divided into three sections, 
general considerations, classification by common portal of entry, 
and the appendix and glossary. The material, which is an out- 
growth mainly of clinical experience, is presented in a concise 
manner. References are copious, and the indexing is quite com- 
plete. 

A number of illustrations have been added, many of them 
new color plates, and improvements have been made in those re- 
tained. These illustrations contribute much to the volume, since 
present-day control of communicable diseases has resulted in a 
lack of actual cases for instruction and continued experience. 

The contributions of the twenty-four expert collaborators 
add materially to the value of the book, which is intended as a 
text or handy reference on the clinical aspects of infectious <lis- 
eases with respect to therapeutic management, prevention, and 
control. 


SIMPLIFIED DIABETIC MANAGEMENT. By Joseph T. Beard- 
wood, Jr., A.B., M.D., F.A.C.P., Professor of Diseases of Metabolism, 
Graduate School of Medicine, University of Pennsylvania; Director of 
Medical Services, Abington Memorial Hospital, Abington, Pa.; Chief of 
the Metabolic Department, Philadelphia General Hospital—Northern Di- 
vision; Consultant to the Metabolic Service of the Presbyterian Hospital 
in Philadelphia; and Herbert T. Kelly, M.D., F.A.C.P., Associate in 
Medicine, Graduate School of Medicine, University of Pennsylvania; 
Associate Physician, Presbyterian Hospital; Chief, Department of Medi- 
cine, Doctors’ Hospital; Chairman of the Committee on Nutrition, Medi- 
cal Society of the State of Pennsylvania; Honorary Chairman, Pennsyl- 
vania Nutrition Council. Ed. 6. Cloth. Pp. 194, with illustrations. Price 
$3.00. J. B. Lippincott Company, East Washington Square, Philadelphia 
5, 1954. 


There is much in this text to recommend it as a useful 
book, but it is not altogether clear who its readers are supposed 
to be. It is supposedly written for the intelligent layman, but 
much of it is written from the doctor’s point of view rather 
than the patient’s. It should not be necessary to have a back- 
ground of medical training to read the book intelligently, but it 
does require a fairly good background in the sciences. 

The physician who has kept up to date on the management 
of the diabetic will find little or nothing that is new to him, 
but his patient will certainly find a great deal. The diabetic 
patient who can read and appreciate the book will undoubtedly 
gain a great deal from it. In as much as it will make him a 
better informed patient, his physician will also gain dividends 
from such reading. 


SURGICAL FORUM. Proceedings of The Forum Sessions, Fortieth 
Clinical Congress of the American College of Surgeons, Atlantic City, 
N.J., November, 1954. Committee on Forum on Fundamental Surgical 
Problems; Harris B. Shumacker, Jr., M.D., F.A.C.S., Indianapolis, 
Chairman; J. Garrott Allen, M.D., F.A.C.S., Chicago; Bradford Cannon, 
M.D., F.A.C.S., Boston; Warren H. Cole, M.D., F.A.C.S., Chicago; 
Robert E. Gross, M.D., F.A.C.S., Boston; J. Albert Key, M.D., F.A.C.S., 
St. Louis; C. Hunter Shelden, M.D., F.A.C.S., Pasadena; Howard C. 
Taylor, Jr., M.D., F.A.C.S, New York; Samuel A. Vest, M.D., F.A.C.S., 
Charlottesville. Cloth. Pp. 851, with illustrations. Price $10.00. W. B. 
Saunders Company, West Washington Square, Philadelphia 5, 1955. 


Here in a single volume are the papers selected for presen- 
tation at the 1954 Clinical Congress of the American College of 
Surgeons. The work of nearly 400 contributors is representa- 
tive of the accelerated interest in modern developments in sur- 
gery. 

The book is well constructed and the material logically ar- 
ranged. Each paper attempts to present comprehensively yet 
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concisely the method, equipment and material, experimentation, 
results, and conclusions of the procedure described. Beautifully 
reproduced photographs illustrate many of the articles. Section 
headings are essentially the same as in the previous volume; 
however, a few changes have been made where emphasis in 
investigation has shifted. For example, a section has been de- 
voted to anesthesiology alone, and vascular grafts have also 
been treated separately due to the expanded efforts in this field. 
An extensive section on nutrition, body fluids, and metabolism 
has been included, and burns are approached with a realization 
of the need for rational planning for potential problems in the 
field of thermal injuries. 

Most of the sections carry extremely comprehensive intro- 
ductions, stressing the increased efforts in research. The whole 
tone of the book is one of hope for future advances in surgical 
knowledge, indicating that problems in the field of surgery are 
being attacked vigorously and in a promising way. 


THE MEDICAL CARE OF THE AGED AND CHRONICALLY 
ILL. By Freddy Homburger, M.D., Research Professor of Medicine, 
Tufts College Medical School. Cloth. Pp. 253, with pen and ink 
sketches by Raoul Dufy. Price $5.75. Little, Brown and Company, 34 
Beacon St., Boston 6, 1955. 

One of the most troublesome problems faced by the doctor 
is what to do for the patient for whom an ultimate good result 
cannot be expected. This is the primary topic of this book. 
The author deals both with the infirmities te be expected in 
old age and those connected with chronic diseases which attack 
younger people. He presents no magic formulae, which could 
hardly be expected when many of the problems with which he 
is dealing have no satisfactory solution at the present time. 

The management of the cancer patient is discussed at con- 
siderable length and from almost every conceivable aspect. 
There are also excellent sections on such conditions as arthritis, 
gout, osteoporosis, hemiplegia, paraplegia, and malnutrition 
and debilitation. The many distressing complications which 
may attend any chronic illness but which are not an integral 
part of any are also discussed, and a chapter is devoted to 
the nursing care required in chronic illnesses. 

Much of the material in this text may seem elementary to 
the physician, who should bear in mind that it is also intended 
for nurses and intelligent laymen. However, most physicians 
will find a surprising number of things that they were not 
clearly aware of. Raoul Dufy, the famous artist who was a 
patient of Dr. Homburger’s, provides a number of interesting 
illustrations for the book. Most of these were done on odd 
bits of paper in the hospital where Mr. Dufy was undergoing 
treatment for arthritis. 


REGIONAL ALLERGY OF THE UNITED STATES, CANADA, 
MEXICO AND CUBA. Edited by Max Samter, M.D., Chief, Allergy 
Clinic, Research and Educational Hospitals, University of Illinois; As- 
sociate Professor of Medicine, University of Illinois College of Medi- 
cine, Chicago, Illinois; and Oren C. Durham, Lecturer in Allergy, 
with Rank of Assistant Professor, University of Illinois College of 
Medicine, Chicago, Illinois; Chief Botanist, Abbott Laboratories, North 
Chicago, Illinois. Cloth. Pp. 395, with illustrations. Price $8.50. 
ge C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, 
1955. 

The study of regional allergy has become one of great im- 
portance because of the ease and freedom with which people 
move from one part of the country to another. Many of the 
most annoying allergenic agents are more or less common to the 
country as a whole, but there is enough of a change from one 
area to another to make an important difference to the individual 
who is prone to suffer from allergic complaints. This book is 
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a symposium of papers from thirty-nine different authors, each 
one a practicing allergist in the section he discusses. General 
information relative to the climate and geography is given, as 
well as discussions of the allergenic agents commonly found in 
each section. 

Neither treatment nor specific diagnosis is an aim of this 
volume. The purpose is to provide a review of each of thirty- 
nine different areas in the United States, Canada, Mexico and 
Cuba with respect to special allergens found in the area as well 
as those common to several areas. The book should be of con- 
siderable value in its field. 


GRENZ RAY THERAPY. Principles, Methods, Clinical Applica- 
tions. By Gustav Bucky, M.D., Clinical Professor of Dermatology 
Emeritus, New York University, and Frank C. Combes, M.D., Professor 
of Dermatology and Syphilology, New York University Postgraduate 
Medical School, and Director of Dermatology and Syphilology, Bellevue 
Hospital. Cloth. Pp. 204. Price $8.50. Springer Publishing Company, 44 
East 23rd St., New York 10, 1954. 

Grenz ray therapy is essentially a new tool. The existence 
of these rays has been known for many years, but in the past 
the insurmountable difficulties of controlling and calibrating 
them with the then available tools largely precluded their use- 
fulness. Grenz rays are very soft x-rays, the term “grenz,” 
from the German for “borderline,” indicating that their range 
borders on wave lengths of conventional therapeutic x-rays. 
These rays possess only feeble penetrating powers so that their 
effect in treatment is almost exclusively confined to the super- 
ficial tissues. There also appears to be a qualitative difference 
in biologic effect from that produced by conventional x-rays. 

The material in this book has been divided into two parts, 
Principles of Grenz Ray Therapy and Practice of Grenz Ray 
Therapy. The discussion of principles is concerned with the 
evolution of the modality, the basic physical and biological 
phenomena connected with it, the histologic effect on the skin, 
and special considerations of therapeutic use. The portion of 
the book devoted to practice discusses the general technics of 
application, the skin changes made manifest in its use, and the 
use of the method in specific superficial lesions. There is a 
wealth of worth-while material for anyone who wishes to in- 
form himself of the essentials of this potentially very important 
modality of therapy. 


THE SURGERY OF PULMONARY TUBERCULOSIS. By 
James H. Forsee, A.B., B.S., M.D., F.A.C.S., F.A.C.P., Colonel, M.C., 
U. S. Army; Chief, Surgical Services, Fitzsimons Army Hospital, 
Denver, Colorado. Cloth. Pp. 208, with illustrations. Price $6.50. Lea 
& Febiger, Washington Square, Philadelphia 6, 1954. 

While the purpose and primary emphasis of this book are 
on the surgical treatment of tuberculosis, the author does not 
fail to give proper weight to the nonsurgical aspects of treat- 
ment. It is obvious that he feels that one form of surgery or 
another is indicated in most cases of tuberculosis, but he also 
realizes the importance of the nonsurgical methods. He con- 
tends, with considerable conviction, that more than 95 per cent 
of patients who are afflicted with uncomplicated pulmonary 
tuberculosis may be completely rehabilitated by therapy that is 
now available. 

Surgical procedures that are aimed at collapse of the 
affected lung, such as thoracoplasty and rib resection, are well 
described, together with the various forms of extirpa «: sur- 
gery. The indications for each type of therapy are give, as 
are the author’s experiences with their results. Dr. Forsee 
feels that one of the major factors in the development of a 
favorable feeling toward extirpative therapy lies in the ability 
of chemotherapy to assist in the localization of the disease. 
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It is his feeling that collapse therapy was predominantly im- 
portant in the prechemotherapeutic era of treatment because 
localization of the disease process was not readily obtained at 
that time. Earlier efforts at extirpative surgery were balked 
by that consideration as well as their higher mortality rate as 
compared with those procedures intended to produce collapse 
of the affected lung. Extirpation is becoming ever more im- 
portant in this condition, and the author foresees an even wider 
usefulness for it in the future. This does not imply that he 
favors abandoning such procedures as thoracoplasty altogether ; 
indeed he occasionally recommends the use of both extirpation 
and collapse. 

The book is ably written and well documented, and it is 
obvious that the auther has had a really comprehensive expe- 
rience with the conditions and procedures that he writes about. 
It is in no sense a surgical atlas for chest procedures: actual 
technic is described only in its fundamentals. The emphasis of 
the volume is on the indications for surgery and the criteria 
by which the surgeon may be guided in reaching a decision as 
to which type of surgery to use. 


PRACTICAL MANAGEMENT OF DISORDERS OF THE 
LIVER, PANCREAS, AND BILIARY TRACT. By John Russell 
Twiss, M.D., F.A.C.P., Assistant Professor of Clinical Medicine, New 
York University Post-Graduate Medical School; Attending Physician, 
University Hospital; Assistant Visiting Physician, Fourth Medical Di- 
vision, Bellevue Hospital; and Elliot Oppenheim, M.D., F.A.C.P., As- 
sistant Professor of Clinical Medicine, New York University Post- 
Graduate Medical School; Associate Attending Physician, University 
Hospital; Assistant Visiting Physician, Fourth Medical Division, Belle- 
vue Hospital. Cloth. Pp. 653, with illustrations. Price $15.00. Lea & 
Febiger, Washington Square, Philadelphia 6, 1955. 


Diagnosis and medical treatment of the diseases and dys- 
functions of the liver, pancreas, and biliary tract constitute the 
greater part of this work. Comments on surgical management 
refer to the indications for surgery with occasional references 
to a particular procedure, but do not include detailed descrip- 
tions except where this material may not be readily obtainable 
elsewhere. Although the discussions concerning liver, pancreas, 
and extrahepatic biliary tract are presented separately, the fact 
that a frequent interrelationship exists is not forgotten. 

There is fairly extensive discussion of laboratory and radi- 
ologic procedures that are of service in this field. The discus- 
sion includes indications for test and, where pertinent, actual 
technics. According to the authors, the intent of this book was 
not to present an encyclopedia on the subject, but rather to dis- 
cuss the more important problems. Accordingly, the amount of 
detail presented varies with their estimates of the importance 
of the condition or the availability of detail in other easily ob- 
tained works. The indexing is adequate for ordinary use. 


SURGICAL NURSING. By Eldridge L. Eliason, A.B., M.D., 
Se.D., F.A.C.S., Late Emeritus John Rhea Barton Professor of Surgery, 
University of Pennsylvania School of Medicine; Emeritus Professor of 
Surgery, University of Pennsylvania Graduate School of Medicine; Con- 
sulting Surgeon, Hospital of the University of Pennsylvania, Presby- 
terian and Philadelphia General Hospitals; L. Kraeer Ferguson, A.B., 
M.D., F.A.C.S., Professor of Surgery, Graduate School of Medicine 
of the University of Pennsylvania and Woman’s Medical College of 
Pennsylvania; Surgeon, Graduate Hospital of the University of Penn- 
sylvania, Hospital of the Woman’s Medical College of Pennsylvania, 
Philadelphia General Hospital and Doctors Hospital; Consulting Surgeon, 
U.S. Naval Hospital, Philadelphia; Consultant in Surgery, Veterans Ad- 
ministration Hospital, Philadelphia; and Lillian A. Sholtis, R.N., B.S., 
M.S., Consultant in Medical and Surgical Nursing, Bryn Mawr Hospital 
School of Nursing; formerly Assistant Professor of Surgical Nursing, 
Yale University School of Nursing; Supervisor of Operating Rooms, 
Hospital of the University of Pennsylvania. Ed. 10. Cloth. Pp. 754, 
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with illustrations. J. B. Lippincott Company, East Washington Square, 
Philade!phia 5, 1955. 

This is the tenth edition of this text, which was first pub- 
lished in 1929. It has been thoroughly revised since its latest 
previous edition in 1950 with the inclusion of new material and 
new interpretations of material. Emphasis is continually placed 
on the point of view that the nurse’s concern is with the pa- 
tient who has a surgical disease rather than with a case of 
surgery. Social, economic, psychologic, and public health fac- 
tors which affect the patient are discussed. There is a new 
chapter on the nursing care of the geriatric surgical patient and 
an amplification of nursing for the cancer patient. There is 
also a presentation of specific problems that may be encountered 
in the care of people who have undergone some of the newer 
surgical procedures. This should be a profitable text for nurses 
engaged in surgical nursing. 


PERIMETRY. By Joshua Zuckerman, B.Sc., M.D., C.M., F.A.C.S., 
Fellow of the American Academy of Ophthalmology and Otolaryngolovy; 
Diplomate in Ophthalmology; Instructor in Ophthalmology, New York 
University Postgraduate Medical School; Instructor in Perimetry and 
Assistant Ophthalmic Surgeon, New York Eye and Ear Infirmary; In- 
structor in Perimetry, Columbia University and New York University 
Postgraduate Medical School; Ophthalmic Surgeon, Midtown Hospital; 
Surgeon, Ophthalmologic Foundation; Associate Visiting Ophthalmol- 
ogist, Bellevue Hospital; Consultant, National Society for the Prevention 
of Blindness; Co-Author, ‘‘Diagnostic Examination of the Eye.’ Cloth. 
Pp. 391. Price $10.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1954. 


In the Preface of this work the author comments that his 
experience in the teaching of perimetry has convinced him that 
it is comparable in many ways to teaching a new language. 
Accordingly, Part One of the book is devoted to acquainting 
the reader with the terms and concepts that are required for 
an understanding of the subject. Part Two, which contains the 
body of the text, deals with the actual practice of perimetry. 
Much of the pertinent data given in Part One is recapitulated 
here. The first portion of Part One gives details in conducting 
perimetric studies and recording their findings, while the latter 
portion deals with the abnormal findings uncovered by per- 
imetry and the application of these findings. The third and 
final portion of the book is devoted to summarizing, recapitu- 
lating, and integrating the material that is discussed in the 
other portions. The writing is even, and the exposition of the 
book is done with adequate clarity. (The book should be of 
considerable service to those using or planning to use perimetry 
as a diagnostic tool. 


ANTIMICROBIAL THERAPY IN MEDICAL PRACTICE. By 
Harrison F. Flippin, M.D., F.A.C.P., Associate Professor of Clinical 
Microbiology, The Graduate School of Medicine, The University of Penn- 
sylvania; Visiting Physician, Philadelphia General Hospital (Blockley Di- 
vision); Chief, Section of Infectious Diseases, Department of Medicine. 
The School of Medicine, The University of Pennsylvania; and Georg 
M. Eisenberg, D.Sc., Associate in Medicine, The Graduate School ot 
Medicine, The University of Pennsylvania; Chief, Division of Bacteri 
ology and Immunology, Department of Laboratories, Philadelphia General 
Hospital (Blockley Division), Philadelphia, Pa. Cloth. Pp. 284. Price 
$5. F. A. Davis Company, 1914-16 Cherry St., Philadelphia 3, 1955. 
The authors of this book note that while this book is de- 
voted almost completely to antimicrobial agents, they do not 
wish to imply that they feel that other forms of treatment are 
not valuable; they are simply outside the scope of this work. 
This text deals with a wide range of antimicrobial agents, al- 
ways with much the same theme in mind: adequate diagnosis, 
selection of the proper agent or agents, and effective use of the 
material selected. They are patently impatient with the present 
tendency to use antibiotics indiscriminately, commenting : 
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At the present time, at least one-haif of all medical and surgical pa- 
tients receive antimicrobial drugs as a part of their treatment. . . . Their 


administration has resulted in certain undesirable consequences which 
constitute new and serious problems. . . . The indiscriminate use of 
these antimicrobial instruments . . . has resulted in . . . both drug- 
resistant bacteria and superinfections with endogenous microorganisms 
which are naturally resistant to these agents, in addition to an increasing 
incidence of untoward reactions to them. 

The first few chapters of the book are devoted to discus- 
sion of the agents available and their use and indications, either 
singly or in combinations. Discussions of complications attend- 
ing such use are also given. This is followed by chapters on 
the diagnosis of infectious diseases and the antimicrobial ther- 
apy against specific infectious diseases. Antibiotics, of course, 
predominate in the text but other agents are not excluded. This 
should be a useful book. 


COLLECTED PAPERS OF THE MAYO CLINIC AND THE 
MAYO FOUNDATION. Vol. 46. Edited by Richard M. Hewitt, B.A., 
M.A., M.D.; A. B. Nevling, M.D.; John R. Miner, B.A., Sc.D.; James 
R. Eckman, A.B., M.A., Ph.D.; M. Katherine Smith, B.A.; Carl M. 
Gambill, A.B., M.D., M.P.H.; Florence Schmidt, B.S.E.; and George G. 
Stilwell, A.B., M.D. Cloth. Pp. 843, with illustrations. Price $12.50. 
W. B. Saunders Company, West Washington Square, Philadelphia 5, 
1955. 

The forty-sixth volume of the Collected Papers contains 
the articles published by members of the staff of the Mayo 
Clinic during the period from December 1, 1953, to November 
30, 1954. The primary purpose of this work is to present ma- 
terial of interest to the general practitioner, the general surgeon, 
and the diagnostician. Material representative of the special- 
ties and of the basic sciences is also included, in order to present 
adequately the work of the Mayo Clinic and the Mayo Founda- 
tion. 

Six hundred and twenty-nine papers are listed—sixty-two 
are published in full, fifty-two are abridged, twenty are ab- 
stracted, and 495 are identified by title only. The articles are 
concise and well arranged; they have been grouped by the staff 
of five editors into sections concerning the alimentary tract; 
genitourinary diseases; ductless glands; blood and circulatory 
organs; dermatology; the head, trunk, and extremities; the 
thorax; the brain, spinal cord, and nerves; radiology; physical 
medicine and rehabilitation; anesthesia, gas, and intravenous 
therapy; and miscellaneous subjects. 

Illustrations, where used, are well chosen and reproduced 
with care. The entire book is well produced and should be a 
valuable addition to any doctor’s library. 


PSYCHIATRY FOR THE FAMILY PHYSICIAN. By C. Knight 
Aldrich, M.D., Associate Professor of Psychiatry, University of Minne- 
sota Medical School. Cloth. Pp. 276, with illustrations. Price $5.75. 
McGraw-Hill Book Company, 330 W. 42nd St., New York 36, 1955. 


The trend to popularize psychiatry is directed increasingly 
to the general practitioner. This book, one of many appearing 
with this intent in mind, achieves its purpose very well. 

The gist of emotional illness is aptly described. 

To the extent that an adult becomes helpless, he reawakens some 
of the feelings which he experienced at an earlier period of dependency, 
so that his reaction to illness is affected by his experiences during his 
infancy and childhood. If he felt secure and loved through infancy, 
the helplessness of illness will be less threatening, and he will trust his 
physician more readily and naturally. 

The author handles the subject very well and illustrates 
every point by actual clinical or case examples. The various 
chapters indicate the scope of the work; they are: The Mean- 
ing of Illness: Dependency; The Meaning of Illness: Grief; 
Emotional Illness : Fixation and Regression ; Emotional Homeo- 
stasis; Heredity and Pregnancy; Infancy; Chronic Depend- 
ency; The Training Period; Chronic Hostility and Hostile De- 
pendency ; Power Politics within the Family; Prolongation of 
Family Rivalries; The School Child; Intellectual Deficits; 
Adolescence; Delinquency; Neurotic Reactions; Psychotic 
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Reactions; Problems of Marriage; Menopause, Retirement, and 
Old Age; The Diagnostic Process; and The Physician’s Role 
in Treatment. This constitutes an ambitious spanning of a 
tremendously wide field, any single phase of which could fill a 
small library. However, the book is quite successful, and the 
material is translated into language readily understood by the 
nonspecialist. 

The author uses his own formula for treatment in present- 
ing the subject matter. The first point is that the doctor should 
be able to recognize and tolerate both his own and his patient’s 
feelings (the author shows a tolerant attitude toward his own 
biases) ; the second technic is reassurance (the author is most 
helpful in encouraging physicians to believe that they can un- 
derstand and treat emotional problems); the third technic is 
clarification (certainly the author has presented this work in a 
clearly translated form). The author adds that the physician 
should arrange for his patients to use community resources 
available and also that he should not hesitate to use psychiatric 
consultation when indicated. 

This book is interesting and authoritative, easy to read, and 
easy to use as a reference. 

Tuomas J. Meyers, Ph.D., D.O., F.A.C.N. 


STRESS SITUATIONS. Edited by Samuel Liebman, M.D., Medi- 
cal Director, North Shore Health Resort, Winnetka, IIl.; Clinical 
Assistant Professor of Psychiatry, University of Illinois College of 
Medicine. Cloth. Pp. 144. Price $3.00. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1955. 

This is a little book, pocket size, but is small in format 
only, for the subject matter is immense. It consists of a series 
of lectures given as part of the psychiatric residency program 
at the North Shore Health Resort. The lecturers are all 
well-known men, (Lewis Robbins, Francis J. Gerty, John P. 
Spiegel, Leo H. Bartemeier, Boris Rubenstein, Harry Garner, 
and Jules H. Masserman), who expressed the wide scope of 
their experience in these short talks. 

The subject matter of the lectures speaks pretty much of 
the area covered. The lectures are: (1) Emotional Reactions 
to Frustration and Failure, (2) Emotional Reactions to Acute 
Illnesses, (3) Emotional Reactions to Catastrophe, (4) Emo- 
tional Reactions to Marriage, (5) Emotional Reactions to 
Fertility and Sterility, (6) Emotional Reactions to Divorce, 
and (7) Emotional Reactions to Death and Suicide. 

The conversational nature of the talks makes them read- 
able and practical and the content remains in one’s thoughts. 
This is the highest compliment that can be given any written 
work. The book can be highly recommended. 

Tuomas J. Meyers, Ph.D., D.O., F.A.C.N. 


DISEASES OF THE EAR, NOSE AND THROAT. By William 
Wallace Morrison, M.D., Professor of Otolaryngology and Director of 
Department, New York Polyclinic Postgraduate Medical School and 
Hospital; Associate Professor of Clinical Otolaryngology, New York 
University Postgraduate Medical School; Assistant Surgeon, New York 
Eye and Ear Infirmary; Captain, Medical Corps (U.S.N.R.). Foreword 
by Arthur W. Proetz. Ed. 2. Cloth. Pp. 756, with illustrations. Price 
$10.00. Appleton-Century-Crofts, 35 W. 32nd St., New York 1, 1955. 


This simple yet scholarly textbook, intended for the under- 
graduate medical student and the general practitioner, has been 
ably brought up to date in its second edition. The outstanding 
feature of the book, which is primarily practical rather than 
theoretical, is the clarity with which the material is presented, 
making for an easy understanding and application of the knowl- 
edge gathered from the author’s teaching experience. 

The general structure of the text is unchanged. The first 
section deals with general considerations, including emphasis 
on methods of taking the history and conducting the physical 
examination. Other sections are arranged somewhat anatomical- 
ly, dealing with the various diseases of the ear, nose, sinuses, 
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respiratory tract, throat, larynx, and so forth. The many illus- 
trations used were drawn by the author and are often diagram- 
matic, making them quickly understandable. Both the symptom 
and subject indexes make this volume a handy reference work. 

New material is handled with discrimination. The author 
stresses common conditions and deals only briefly with rare dis- 
eases, since he feels the student and general practitioner need 
only practical, usable information. For each disease only one 
or two methods of treatment are given, those that are specific 
or have stood the test of time. On the whole, the author has 
succeeded in keeping his text concise, while including all ma- 
terial necessary for coverage of the diseases of the ear, nose, 
and throat. 


TREATMENT IN PSYCHIATRY. By Oskar Diethelm, M.D., 
Professor of Psychiatry, Cornell University Medical College; Psychia- 
trist-in-Chief, The New York Hospital (Payne Whitney Psychiatric 
Clinic). Ed. 3. Cloth. Pp. 545. Price $9.50. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1955. 

This is a new edition of a well-established text which first 
appeared in 1936. This edition is a considerably expanded work 
of 543 pages, which is suggestive of the growth and extension 
of the therapeutics of psychiatry. It also is indicative of the 
maturing of psychiatric procedures and the greater knowledge 
available today of the range of psychotherapy. The author was 
trained under Adolf Meyer and in his earlier work followed 
his teaching closely; now he shows more of his own thinking 
and a modification of his procedures because of the impact 
of experience. The author’s view is expressed well in the open- 
ing sentences of chapter one: 

Psychiatric treatment, i.e., the treatment of personality disorders, 
does not confine itself to the field of psychiatry and should not be con- 
sidered merely the technical aid of psychiatric specialists. Its principles 
are a part of medicine in general, and an understanding of its funda- 
mentals is as important for a physician as that of surgical and internal 
medical procedures. 

The book is divided into twenty-two chapters, the first 
seven of which are given over to principles and psychothera- 
peutic philosophies and technics. Then follows a detailed dis- 
cussion of treatment by means of the various physical modali- 
ties and for conditions from acute psychotic states to various 
psychoneurotic and addiction states. Also included is a chapter 
on the teaching of psychiatric treatment as well as a discussion 
of the psychiatric problems in general practice. An important 
chapter is devoted to sexual problems. The author handles the 
topic in terms of normal adjustment and degrees of deviations 
from it. 

For the general practitioner the work is an excellent refer- 
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ence work for it is an authoritative presentation of standard 
treatment methods in sufficient detail to make them practical 
when consultation is not available. 

Tuomas J. Meyers, Ph.D., D.O., F.A.C.N, 


NEW AND NONOFFICIAL REMEDIES. Containing Descrip. 
tions of the Articles Which Stand Accepted by the Council on Phar. 
macy and Chemistry of the American Medical Association on January 
1, 1955. Issued Under the Direction and Supervision of The Council 
on Pharmacy and Chemistry, American Medical Association. Cloth, 
Pp. 653. Price $3.35. J. B. Lippincott Company, East Washincton 
Square, Philadelphia 5, 1955. 

The 1955 “New and Nonofficial Remedies” includes articles 
which the Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association found acceptable through the period 
ending January 1, 1955. The acceptance program of the Coun- 
cil has been discontinued, and future editions of NNR will not 
list brand names. 

In NNR the Council provides “such information concern- 
ing the actions, usage, limitations and dosage of relatively new 
drugs as will promote the practice of rational therapeutics.” 

This volume, as did its predecessors, furnishes authorita- 
tive information on therapeutics and should be of great value 
to all physicians. 


STANDARD VALUES IN NUTRITION AND METABOLISM. 
Being the second fascicle of a Handbook of Biological Data. Edited 
by Errett C. Albritton, A.B., M.D., Fry Professor of Physiology, The 
George Washington University. Paper. Pp. 380. Price $6.50. W. B. 
Saunders Company, West Washington Square, Philadelphia 5, 1954. 

This book represents an astonishingly comprehensive col- 
lection of data representing normal values in nutrition and 
metabolism. All of the material presented was subjected to 
examination by specialists in the fields involved, and every 
effort was made to eliminate controversial or doubtful material. 
This is the second volume to grow out of a project undertaken 
United States Air Force. The present work was issued under 
Council with the help of the Wright Air Development Center, 
by the National Academy of Science and the National Research 
the joint sponsorship of the Air Force, Army, Navy, and 
Atomic Energy Commission. 
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